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 Abstract 
The thesis explores the complexities of primary health care in a setting characterised 
as being both isolated and remote, and in the process identifies factors critical for 
developing successful PHC programs in such settings and more broadly. The four 
questions underpinning the study are 1) is a PHC approach relevant to the chosen 
small remote Australian community; 2) to what extent was a PHC approach being 
implemented; 3) what are the barriers and enablers to developing and implementing a 
PHC approach; and 4) what are the crucial factors for PHC programs in similar 
communities. 
The first chapter provides the background to the study, beginning with the range of 
descriptions of primary health care and the many themes needed to understand how it 
plays out in a small community. The Menindee community and some of the local 
health service players are introduced. 
Chapter Two explores complexity theory and complex adaptive systems and its 
relevance to organisations and managing change, particularly in complex 
environments.  
Chapter Three examines the evolution of primary health care, its philosophy, 
principles and elements as both a model of health care and of development.  
Chapter Four addresses social determinants, the life course and the long-term effects 
of inequity, before considering current factors that impact on health and health 
services. These include the beginning and end of the life course and those in the 
‘middle’ where the effects of the obesity and diabetes epidemics are being played out 
at a younger age. The chapter concludes by noting common themes across the three 
chapters.  
Chapter Five describes the research design and methods.  A case study using mixed 
methods was chosen and the theoretical framework provides an exploration of 
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 complexity and transdisciplinarity. What changed during the course of the study, 
questions of scope and its limitations are stated. 
Chapter Six is a quantitative analysis of the study community, which examines 
community demographics, the life course, a summary of adult and child health, and 
service use.  These enable an understanding of the community profile, its uniqueness 
and its similarity to other communities that might benefit from a comprehensive PHC 
approach. The questions to be explored in the qualitative phase are identified.  
Chapter Seven is a qualitative study of the community in the midst of change. An 
individual interview guide approach was used and representatives from the 
community, local and regional health service providers were interviewed.  
Chapter Eight provides a synthesis of the two studies as they address themes from 
the complexity, PHC and social inequity literature. Five themes had particular 
significance to the study community: social determinants and Indigenous health; 
community size, resilience and change; chronic disease programs and prevention; 
vulnerable groups; and a complex adaptive systems perspective. The second section 
answers the four study questions. The thesis concludes with a discussion of PHC 
rhetoric and reality, the relevance of the study and its limitations, and issues 
requiring further research when considering primary health care in smaller 
communities. 
Keywords:  Primary health care, inequity, life course, chronic disease, remote, 
Indigenous health, complex adaptive systems 
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  Preface 
MY PHC ODYSSEY 
 
In 1978, when Primary Health Care (PHC) and Health For All by the Year 2000 
(HFA2000) was introduced to the world, I had just returned to Australia from my 
first sojourn in a developing country.  I had been working for more than two years as 
a sole practitioner focusing on maternal and child health care for 27,000 people 
living in 27 villages (comprising a local Clan) in tropical Nigeria.  Rural, but remote 
from mainstream health services, with an economy based on agriculture, women 
were dying in childbirth and children were dying from malnutrition, malaria, 
immunisation - preventable diseases and diarrhoea.  The principles and components 
of PHC set out in the Alma-Ata Declaration (WHO/UNICEF 1978) were self-evident 
to me for such a setting. 
When in 1979 the debates around selective versus comprehensive primary health 
care began (Walsh and Warren 1980; Gish 1982; Mosley 1983; Rifkin and Walt 
1986), followed by the rhetoric and the reality of PHC (Rifkin 1983; 1986), my 
frustrations with these debates led me, in 1984, to Somalia for three years – to a 
remote region, among people with a predominantly nomadic lifestyle and one of the 
highest maternal mortality rates in the world (explored in the treatise “Put mothers 
first: maternal mortality in a remote region of Somalia” (Selden 1986).  I experienced 
the disjunction between the “rhetoric” and the  “reality”, the policy and the practice, 
through the application of both comprehensive and vertical approaches to health care 
as a team member for a non-government organisation (NGO) working in partnership 
with the Somali Ministry of Health.  But not alone – other NGOs were also working in 
the area of community development and there were many interconnections with health. 
The components of what the World Health Organization (WHO) termed “supportive 
environments” of paramount importance to health - the physical, social, economic and 
political environment, initially set out in the Ottawa Charter of 1986 and subsequently 
emphasized in the Sundsvall Statement of 1991, and the international health promotion 
conferences since (World Health Organization 2005), couldn’t have been more 
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 different to those I experienced in Nigeria. Still, PHC as a model of health care 
delivery and a set of principles was relevant. 
In 1988 I went to Cambodia for four years, as the maternal and child health advisor 
to the Protection Maternelle et Infantile (PMI), the maternal and child health 
department of the national Ministry of Health. Cambodia then was a country at the 
very beginning of recovery from being torn apart by the Khmer Rouge’s internal 
ideological war during which the majority of educated people and infrastructure had 
been destroyed during this process.  The emphasis was on redeveloping the health 
service infrastructure, providing appropriate training for health workers from the 
commune (village) level to national level to meet immediate needs, and coordinating 
(or trying to) the activities of the increasing numbers of NGOs who were carving up 
the country like the pieces of a jigsaw.   
Broadly, there were three categories of organisations working in Cambodia.  The 
first were the NGOs such as various national Médecins sans Frontières, Save the 
Children Funds and Red Cross organisations, whose concerns were always 
immediate health care in the context of longer-term primary health care and 
development. The second were the larger organisations such as the United Nations 
Children Fund (UNICEF), the World Health Organization (WHO), the United 
Nations High Commission for Refugees (UNHCR), and the International Committee 
of the Red Cross (ICRC), with experience in health systems development and general 
development, and who either provided money (not necessarily without strings 
attached) or expertise or both. Finally, there was the usual mix of other NGOs and 
individuals to be found in such places. These were often referred to as the 3-M’s: the 
missionaries, the misfits and the mercenary (Silverman 2005; some also add a fourth 
– ‘mad’) who either contributed positively to what the government was trying to do, 
or who had their own agenda and seemed to ignore all else. It should also be stated, 
from my experience, that the 3-Ms was a useful way of categorising most workers in 
all foreign organisations, religious, government and non-government, working not 
only in Cambodia, but also in Somalia and Nigeria. 
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 Cambodia had the usual causes of mortality and morbidity common in this part of 
Asia, plus the daily occurrences of amputated limbs following land mine injuries, as 
farmers  - men, women and children - cleared the land for planting.  
The principles of PHC were still evident and relevant but it was interesting to 
observe how the practice of PHC was played out in Cambodia, using the 
immunisation program as an exemplar of equity – or non-equity – in action. 
At the national and provincial level those involved in the immunisation program had 
large cold-storage facilities and 4-wheel drive vehicles at their disposal.  At the srok 
(district) level, there were fridges, cold-boxes and motorcycles provided by the 
program. At the commune (village) level the community health worker (CHW) was 
provided with a bicycle but was usually required to buy the ice, from his meagre 
salary, to maintain the cold-chain when he came to the district centre to collect the 
vaccines for immunisation days.  
Finally, in 1995, after a brief two-year dabble in infectious diseases back in 
Australia, I arrived in Broken Hill.  So now to far west New South Wales (NSW), 
with some of the worst health indicators in the state, where an Area Health Service 
and its partners have had primary health care as core business for a decade and where 
the principles and practices have been played out at both the regional and local level.  
Since then there has been three restructures by the NSW Department of Health and I 
have seen the consequences this has had for communities, programs and staff on the 
ground. 
The intent of outlining this odyssey is to reflect on a journey that has observed the 
universality of primary health care across the decades, but that recognises that what 
happens on the ground can be very different from that intended by policy. It is an 
experience that challenges me to understand the barriers and enablers of PHC, and 
the issues facing staff and communities locally, for these are keys to understanding 
what makes good primary health care practice. 
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Chapter 1 
INTRODUCTION 
  
 
Ravelment is a noun defining confusion or complexity, a tangle, so that one 
definition of ‘unravel’ is to undo the twisted threads.  A maze is also complex, 
being a network of paths and hedges - which can’t be seen over or through - 
designed as a puzzle through which one has to find a way.   
 
 
1.1 BACKGROUND    
Primary Health Care  (PHC) was termed a Revolutionary Idea (Quenum 1981), an 
idea whose time had come (Bryant 1980) and the collective conscience of the world 
in response to the poor (Bennett 1979).  It developed from an historical process that 
had seen more and more of the world's population caught up in the vicious cycle of 
poverty - often made worse by well-meaning but misplaced development in the past.   
Whilst the Alma-Ata Declaration of 1978 was very clear about primary health care as 
a total system, with underlying principles and core components, there has been much 
debate, and even confusion, about it since. 
Primary care, primary medical care, first point of contact care, selective or 
comprehensive primary health care, community health care: these are only some of 
the terms used by governments and health professionals when describing primary 
health care. 
Views of PHC are much like the views of the six blind men in the Chinese fable who 
are asked to describe an elephant and do so by saying it is like a rope, a snake-like, a 
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 tree-trunk, a wall, a spear and a fan.  Each could describe only what they were 
experiencing and, as the American poet Saxe in the 1800s put it,  “Though each was 
partly in the right, [a]nd all were in the wrong!” (Saxe 1873:135-6). The different 
views of PHC today reflect differing experiences with the concept and its 
implementation since 1978. 
It is usual in a thesis to choose a narrow area of study and explore this in greater 
depth and in so doing avoid a very real danger in having an area of study that is too 
broadly defined.  And yet, sometimes there is value in doing this.  For example, over 
the last two years the Australian media, reflecting State and the Commonwealth 
governments’ concerns, have reported almost daily on a number of themes – obesity, 
particularly in the young, the burgeoning diabetes epidemic, ageing, the healthy 
development of children, mental health and the changing dynamics of the health 
workforce.  These concerns affect every community in Australia, no matter where 
they are located. Dental health is not mentioned daily but it is an identified issue 
whenever rural health and services are a focus. Aspects of each of these are worthy 
of study in their own right, yet there is an interconnectedness with all of these that is 
played out every day in PHC settings throughout Australia.  It is the 
interconnectedness and complexity of these connections that led to both the thesis 
and its title: “PHC: unravelling a maze”.  
The following example may seem remote from PHC in isolated communities but it 
reminds us that health systems are complex and the importance of unravelling their 
complexity. Following the death of a young man in a UK hospital the external 
enquiry that followed concluded the contributing adverse incident was not caused by 
one or even several human errors but by a “far more complex amalgam of human, 
organisational, technical and social interactions” (Toft 2001: 40).  A “complex 
amalgam of human, organisational, technical and social interactions” also describes 
PHC on the ground: involving as it often does a health service providing care and 
engaging with a community having potentially different cultural expectations. 
Burke’s example of immigrant Cubans’ experience of Albuquerque (New Mexico) 
health care illustrates such a “complex amalgam’, with different illness beliefs, 
family responsibilities, complicated home lives, communication problems across 
clinics and providers all impacting on self-management of a chronic disease (Burke 
 - 27 -  
 2007). Understanding the components and their interactions is necessary if a PHC 
service is to be successful for all – the individual and their family, the community, 
and the health service provider/s.  
In the sciences and increasingly in the health literature, there is emphasis on 
complexity theories and how these can help us understand the components of a 
system, their interconnections and how change can and does come about.   Whether 
the focus is chaos theory, complex adaptive systems, emergence, or complexity 
theory itself, there are similar underpinnings to all these theories that explain how 
order and novelty emerge in the world: 
• everything that exists does so in dependence on other things that exist 
• there is a curious mix of complication and organisation throughout the natural 
and human world, which makes  
• a system more than the sum of its parts 
• and importantly, it is the interactions of the pieces (or players) from which the 
strength of the system emerges.   
Interaction is the key. 
Just as a novelist may focus on one small area of experience to reveal the larger 
complexity of life, so too, focusing on the microcosm of one small health service can 
reveal the complexity of PHC in practice, with several levels of complex systems: 
• there is the individual’s human body with its multiple interacting, self-
regulating physiological systems with feedback loops 
• there are the behaviours of the individual determined partly by past experience 
and adaptive responses to new stimuli from the environment 
• there are the relationships in which individuals participate that contain varied 
and powerful determinants of their beliefs, expectations and behaviours 
• and these exist within wider social, political and cultural systems that can 
influence outcomes in novel and unpredictable ways                                        
 (paraphrased from Wilson et al 2001: 685). 
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 A small change in one part of this web of interacting systems may lead to much 
larger change in another part through amplification effects: sometimes called the 
butterfly effect (in 1961 by Lorenz) and illustrated by examples such as “a butterfly 
flapping its wings in Beijing causes storms weeks later in…Sydney” (Verma 
2005:185). 
At the national level PHC is seen as an important part of the health sector, at least for 
rural health, but views on what it is vary. Best Practice in PHC has been an integral 
part of Australian PHC strategy, with national and state health departments and their 
research agendas, and the literature, continuing to emphasise the need for more 
effective PHC research evaluation to occur. Also increasingly emphasised is the 
importance of chronic and complex care programs and the need for better prevention 
components in these programs.  
Locally, major health service organisations in far west NSW, and especially the 
former Far West Area Health Service, Maari Ma Health Aboriginal Corporation and 
the Royal Flying Doctor Service (South Eastern Section), have had PHC as core 
business since the mid-1990s. 
But what happens on the ground?  The first two questions of this thesis 1) is a PHC 
approach appropriate and 2) to what extent has such an approach been applied, 
considers the local context - a small and remote community, with a mix of cultures, 
and socio-economic indicators which, whilst not the worst in far west NSW, are 
worse than the state averages?  Yet answering these questions requires that other 
issues also be explored.  These include: 
• What is the health profile of the community now and what is it likely to be in 
the future? 
• Who are the vulnerable, those without a range of choices or options, and can 
their choices be improved? 
• Can this be achieved by the health service alone or is intersectoral 
collaboration required, and does this happen? 
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 • What services are available, who uses them, how effective are they, who 
doesn’t use them and why? 
• Are ‘opportunistic moments’ being missed and can this be changed? 
• What are the stories of the different players – individuals and their families, 
health service staff, community decision makers and change agents: how are 
they involved in decision-making and how change is facilitated?  
• Of those who use the service, how satisfied are they and how involved are they 
in their own care? 
• How do services match up to the prevention/ promotion, early intervention and 
good management components of PHC? 
• What is the service doing today to make a difference tomorrow? 
• What are the challenges in providing comprehensive care in remote settings?  
• What of the health professionals – what categories are there, how do they work 
together and are they prepared, supported and sufficient, now and for the 
future?  
Rather than focusing on a single issue, it is the woven tapestry the thesis explores, in 
order to understand how PHC is played out locally. 
The rest of Chapter 1 introduces the community in which the complexities of PHC 
are to be explored, the wider geographical setting, the health service players, and 
concludes with the thesis overview.   
1.2 INTRODUCING MURDI PAAKI  
The Murdi Paaki (or Bourke) region was one of the former Aboriginal and Torres 
Strait Islanders Commission (ATSIC) regions of New South Wales (NSW), which 
covered almost the same geographical area as the former Far West Area Health 
Service. 
The Murdi Paaki region, centred on the Darling River Basin and areas of semi-arid 
country surrounding it in western NSW, was traditionally occupied by a number of 
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 language groups: the Paakantji1 of the Darling River itself, the Gamilaraay and 
Yuwaalaraay to the east, and the Yaliji from the semi-arid desert to the west.  By the 
1880s large pastoral properties comprised most of the western part of the state and 
towns to service these properties had arisen. Customary Indigenous settlements were 
replaced by pastoral property camps and town camps, with further Aboriginal 
Reserves being established throughout the region in the first half of the twentieth 
century (Memmott and Moran 2001).  
The Murdi Paaki region covers the western one-third of the state and incorporates the 
Local Government Areas (LGAs) of Bourke, Brewarrina, Broken Hill, Central 
Darling (including Menindee), Cobar, Coonamble, Walgett, Wentworth and the 
Unincorporated Far West (shown in Figure 1.1).  The Far West Area Health Service 
(FWAHS) included the aforementioned LGAs, with the exception of Cobar and 
Coonamble, but included the LGA of Balranald, which is part of the Binaal Billa 
region.  For this thesis reference will be made to Murdi Paaki, the FWAHS or the 
combined areas, Murdi Paaki / FWAHS.  
Figure 1.1  Map of Local Government Areas and communities in the Murdi Paaki 
region, with Menindee highlighted and the former Far West Area 
Health Service as a percentage of New South Wales as an inset 
 
Source: Adapted from Kennedy 2005a: 5. 
                                                 
1 The spelling of Aboriginal place names can vary with source and time, for example Paakantji also appears as 
Barkindji, Baarkindji and similar variations. Locally, the spelling in use is Paakantji and will be used unless 
otherwise indicated. 
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 With a population of 55,361 people and an area of 303,057 square kilometres, the 
Murdi Paaki region has about one person for every 5.5 square kilometres, based on 
2001 census data (ABS 2002a). Aboriginal people comprise 13.6% of the region’s 
population, compared with 1.9% of the NSW population, with some communities 
having a greater proportion of their population Aboriginal – Broken Hill 5.1%; Cobar 
6.4%; Lightening Ridge 18.7%; Bourke 33%; Menindee (town only) and Walgett 
around 41%; Brewarrina and Wilcannia around 60% and Goodooga over 80%. 
For all of the four indices in the 2001 census Socio-Economic Indices For Areas 
(SEIFA), used by the Australian Bureau of Statistics (ABS) to summarise aspects of 
socio-economic conditions, all of the Murdi Paaki communities are below the socio-
economic status of NSW, with Menindee, Brewarrina and Lightning Ridge the most 
disadvantaged (Kennedy 2005a: 10). The SEIFA does not indicate the magnitude of 
socio-economic disadvantage, rather that some communities are more disadvantaged 
than others, when considering income and other economic indicators, education and 
occupation as well as employment (Adhikari 2006). Figure 1.2 illustrates the index 
of relative socio-economic disadvantage for NSW and a selected affluent Sydney 
suburb, with the lower scores for Far West NSW communities indicating a higher 
proportion of low-income households and smaller proportions of people employed in 
skilled occupations or with tertiary qualifications. 
Figure 1.2 Index of relative socio-economic disadvantage for Murdi Paaki 
communities, compared to NSW and St. Ives, 2001 
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Source: ABS 2001d: Aus_poa_s01.   
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 1.3 INTRODUCING MENINDEE AND REMOTE AUSTRALIA   
This study may focus on a small community, but is of potential importance to many 
others.  Whilst Australia is a highly urbanised country, overall it is sparsely 
populated with between two and three million people living in ‘rural and remote’ 
areas of Australia, some 10 to 30% of the population, depending on the definition 
used.  For example, Menindee (the study community) is one of 279 ‘settlements’ 
with a population between 200 and 1000 in NSW (and 918 in Australia), and there 
are many other smaller ‘clusters’.   Best (2000: 34) estimates that two million 
Australians live in ‘clusters’ of 200 or less. 
Rural, country, remote, and ‘the bush’ are some of the terms used to describe non-
metropolitan areas (Humphreys and Rolley 1991) and isolation, whilst often used to 
describe a characteristic of remote communities, can also be used to describe urban 
populations isolated from services within their community by cultural or other factors 
(Bellear 1991).  In general, remoteness is a measure of how far one has to travel to 
centres of various sizes, with the size of that centre reflecting the range of services and 
social interactions generally available: smaller centres have fewer services and less 
interaction opportunities.  
Menindee sits within the Central Darling Shire and for each of the three remoteness 
classifications currently in use, each with their own strengths and weaknesses (see 
Rural, regional and remote health: a guide to remoteness classifications  - AIHW 
2004), is classified as being remote or very remote (p.27), a measure of its distance 
from a regional centre, its small population and the relatively few services available. 
These are just three reasons for choosing Menindee as the study site, with the main 
reasons being that the health service has had a reasonably stable workforce and a focus 
on primary health care for over a decade, and that both the Indigenous and non-
Indigenous populations talk about the community being integrated. Menindee may not 
be representative of other communities, but it is instructive. 
Menindee is located in far western New South Wales, 110 kilometres southeast of 
Broken Hill. Broken Hill is a regional centre with a current population of just over 
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 20,000, about half (57%) the population that existed at the height of the mining boom 
in 1915.  The population of Menindee township, which covers 1.9 square kilometres, is 
391. However, the area covered by the Menindee postcode (2879) has a population of 
749, covers 4,470 square kilometres (giving a population density of 0.17 persons per 
square kilometre) and includes Sunset Strip and surrounding pastoral properties (ABS 
2002b). Tourists and seasonal workers (the ‘pickers and chippers’ involved in grape 
and cotton picking) add to the official population figures. 
Menindee, a corruption of Minandichee, the Aboriginal word for the area (Maiden 
2000:10) was the first town established on the Darling River. Some of its history, and 
that of Broken Hill, is helpful in understanding the current community of Menindee. 
In 1852 Thomas Pain, from Broken Hill, decided to build a wayside hotel in the cool 
shade of gum trees on the banks of the Darling River, in an area named 23 years 
earlier (1835) by the explorer Mitchell as Laidley’s Ponds, it being a series of 
shallow lakes.  The Aboriginal name for the area was Wotanella meaning “many 
waters”. Pain left Menindee in the late 1860s by which time there was a thriving 
hamlet and the nucleus of a pastoral industry. 
 From the late 1850’s to the early 1940’s the river was busy with riverboat traffic 
carrying passengers, mail and provisions northward and towing huge barges laden 
with wool bales southward to Victoria and South Australia for export overseas.  
However the river flow was unpredictable (see Table 1.1). In the end, drought, with 
little or no river navigation possible, and falling wool prices, resulted in properties 
laying off all but essential workers and few newcomers arriving. 
In 1875 high grade silver ore was discovered at Thackaringa Station and was 
transported overland to Menindee for shipment to Europe for smelting. A few years 
later (1880) gold was discovered 250 kilometres north of what was to become 
Broken Hill, and two years after that (1882) mines in the area of what became 
Silverton were opened, bringing with them a population explosion. Silverton had a 
population of 250 in 1883, which had swelled to over 3,000 by 1885, but been 
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 reduced to 286 in 1901 as the silver ore ran out and mining opportunities in Broken 
Hill increased. 
Table 1.1 Annual rainfall, river height and navigability at Albermarle 
Station, 1861-1869 
Year Total Rainfall River height Navigation 
 1861   8 inches Low No navigation 
1862 11 inches 35 feet Navigation 
1863   9 inches 35 feet Navigation 
1864 10 inches 44 feet Creeks and lakes filled 
1865   8 inches Low No navigation 
1866 14 inches 22 feet Low river 
1867   9 inches 33 feet Navigation; no lakes 
1868   8.5 inches Nil No navigation 
1869 12 inches Nil No navigation; storage rains 
  Source: Maiden 2000: 41.  1 inch = 2.54 centimetres; 1 foot = 0.3048 metres 
 
In 1844, the explorer Charles Sturt had been curious about the ore outcrops in an area 
with a ‘broken hill’ but it wasn’t until 1883 that a boundary rider on the Mount Gipps 
grazing property was curious about the ore visible on this ‘broken hill’ and collected 
it for sampling. Broken Hill as a mining town came into being, with its 35 miners in 
1885 growing to 8,820 by 1907 when it was proclaimed a city.  In its early years, 
Broken Hill had upwards of 25% of the town population engaged in mining and the 
1891 census showed that Broken Hill was the second largest town in New South 
Wales. The population peaked at 35,000 in 1915 and again in 1952 when there was a 
population of 33,000, up from 27,054 in 1947.  By the 1950s the proportion of the 
population engaged in mining had fallen to 15%, and it is much less today – 7.2% of 
the adult workforce (Solomon 1988:52; ABS 2001a).  
In 1931, at the height of the Depression, several hundred laid-off workers and their 
families in Broken Hill were sent to the Menindee and Darling River area, living in 
Sustenance Camps and contributing to the life of the town. Drought continued 
through the 1930s and the town people ‘relentlessly badgered’ the NSW government 
for some water conservation measures to be put in place (Maiden 2000:61), with 
little success. By 1944, water trains were hauling water from Menindee to Broken 
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 Hill, the country was at war and mining was important to the war effort: the time was 
right for the Menindee (and Broken Hill) voice to begin to be heard.  Between 1949 
and 1968 the Menindee Lakes Storage Scheme was constructed, taking advantage of 
Laidley’s Ponds  - the collection of natural, broad, shallow basins on the western side 
of the river (see Appendix 1.1).  
These lakes supply water by pipeline to Broken Hill, hold water for times of drought, 
and send water down to the Murray River system when there is poor winter rain in its 
headwaters. With a more secure water supply came increased agricultural activity in 
the Menindee area, with the majority of the employed in the community working for 
two companies involved in grape growing, orchards and cotton farming. These two 
companies also hire the majority of seasonal workers.  The water supply, however, is 
not totally secure.   As a consequence of the most recent drought cycle and water 
‘management’ in the upper reaches of the Darling, water levels in the Menindee 
Lakes system are currently low and in mid 2003 water quality and quantity in Broken 
Hill was so poor that there was talk of trucking in water from South Australia 
(Barrier Daily Truth 2003).  The annual reports of the agricultural companies detail 
not only loss of profits but also the need for fewer workers locally (Tandou Limited 
2003 and 2004), with this trend being continued through 2006 (Kingwell 2006: 2).  
What of the traditional landowners?  From long before the coming of European 
explorers and colonial pastoralists, Aboriginal people have moved across this 
landscape.  Evidence of their presence has been dated back over 55,000 years in the 
Lake Mungo region to the south (Ashley, McIntyre-Tamway et al 2003: 72) with 
evidence of Paakantji occupation in the dry sand dunes around Menindee (in today’s 
Kinchega National Park) dating back 26,000 years (Central Darling Shire Council 
2005).  
The Paakantji people (Paaka meaning ‘a river’) are one of the Aboriginal groups 
that had far western NSW as their homeland (see Appendix 1.2) and were familiar 
with the fragile nature of the land and the care needed to maintain it. 
The land lay poised between fecundity and sterility. The storehouse of 
its seedbed was delicate topsoil to which life-giving rain came fitfully. 
Only a protective cover of surviving vegetation could save it from the 
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 kleptomaniac winds of summer. Inexorable laws of conservation 
guarded the life lying dormant in the loamy soil, and of these the 
Barkindji people had a profound understanding (Hardy 1976:1).  
Local Aboriginal groups were not unaffected by the arrival of the explorers, 
squatters, pastoralists and miners, and misunderstandings, fighting and disease were 
commonplace (see Hardy’s 1976 Lament for the Barkindji). However, remote sheep 
and cattle properties required Aboriginal labour which provided some semblance of 
dual land occupancy and local Indigenous groups had little experience of Aboriginal 
Protection Board (APB) interventions prior to the latter 1920’s.   
The Protection Board had established a ration station at Carowra Tanks in 1927, 
bringing together Wangaaypuwan and Wiradjuri people who had lost work during 
the Depression.  In 1933, at a time of persistent drought, the APB began moving this 
group to the better-watered site of Menindee, also bringing in residents from reserves 
at Poonindee to the south and Wilcannia to the north (in 1934).  Housing was ill 
prepared, poor, inadequate and made worse by being located on sand-hills that had 
been a Wiimpatya burial ground.  For the majority, the Menindee Mission was an 
alien land where individuals and groups who had shared traditional hostilities were in 
daily contact with each other and were constantly exposed to the ‘noxious poison’2 
of bone dust from ancestors. The social tensions and deteriorating health conditions 
at the Mission were part of the information used by the broader Aboriginal politica
movement in 1937 to press for improved management by the Protection Board 
(Goodall 1996:201-3).  
l 
                                                
In 1948, the Welfare Board announced moving the Menindee Mission to Murrin 
Bridge, the traditional land of the Wiradjuri people. While many Paakantji people 
 
2 Whilst traditional Aboriginal burial practices vary widely, traditional burial places are frequently regarded as 
dangerous places where spirits may gather and extreme care is taken in approaching them (Broome 1994: 20; 
Jacob 1991: 115).  Bones exposed in the sands surrounding the Menindee lakes have been dated back 26,000 
years and local people still approach this area with care and reverence. Relationships to places and sites are central 
to Aboriginal Dreaming but particular groups are not necessarily welcoming of strangers (Maddock 1978: 37).  
Furthermore, traditional Aboriginal beliefs of health and illness are complex and made more so when traditional 
and western medicine meet (Reid 1983; Nathan & Japanangka 1983). All of these factors would play a role in 
perceptions of causes of ill-health in a small community where different groups are brought together near an 
ancient burial place, a situation exacerbated when many began dying from tuberculosis (Barrier Daily Truth 1938: 
5). 
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 refused to move, families were once more placed in turmoil and it was years before 
people returned to Menindee with their families (Goodall 1996: 280).  
The foundations for the Menindee Hospital were laid in 1867, and it opened on the 
1st April 1868 with two resident medical practitioners – the only hospital on the 
Darling and serving patients in an area the size of England. There was one other 
doctor in private practice (Maiden 2000: 36).  The Methodist Nursing Service began 
in Menindee in 1949 when it took over the stone cottage and the equipment 
previously used by the Bush Nurse and the Bush Nursing Association, and in 1950 
they acquired an ambulance.  
The Royal Flying Doctor Service (RFDS) had begun operating out of Broken Hill in 
1936, but at that time Menindee did not have an airstrip or a radio transceiver.  The 
airstrip was to be built close to town on the “other side of the river” but the 1950 flood 
convinced the town to place the airstrip closer to Menindee Lakes and the Broken Hill 
road. Airstrip and radio receiver were established in the early 1950s and from that time 
the RFDS held fly-in monthly clinics. From the mid-70’s clinics were held twice a 
month, with the doctors able to drive out on the now-sealed road and from 1971 the 
RFDS began bringing various specialists out four times a year. Radio sessions were 
held with the RFDS twice a day for routine care and they were also contacted for 
emergencies (Powter 2007).  
Two nurses, then three, provided 24-hour cover, with volunteers helping with the 
ambulance. One of these nurses, Sister Elwyn Powter, was there for 21 years and her 
presence is still strong in the community’s memory. The Menindee Nursing Service, 
under the auspices of the Uniting Church continued providing health care in Menindee 
until the end of 1988, at which time they were seeing “6,000 clients a year and serving 
not only the town and surrounding properties but the over 300,000 visitors a year to the 
lakes and the river” (Powter 2007: personal communication). In 1988 management was 
passed to the then Orana Region of the NSW Health Department or, in the words of 
dissatisfied locals, “taken over by the Broken Hill Base Hospital” (Sunset Strip 
Pensioners’ Association 1994), at first being managed as a ‘ward’ of the hospital 
before becoming a health facility of the Far West Health Service. 
 - 38 -  
 1.4 INTRODUCING SOME OF THE LOCAL HEALTH SERVICE 
PLAYERS  
In 1993 the western sections of what was the Macquarie and Orana Health Service, 
one of six country regions, became the Far West Health Service (FWHS), one of 23 
District Health Services. This encompassed the public health services in Broken Hill, 
including Menindee, which, as mentioned above, had functioned as a ‘ward’ of the 
Broken Hill Base Hospital for a few years, Ivanhoe, Tibooburra, Wentworth 
(including Coomealla and Dareton) and Wilcannia, as well as the smaller settlements 
of Wanaaring and White Cliffs.  The population was quite small, around 33,000, with 
about 65% residing in Broken Hill.  Overall the Aboriginal population was around 
12%, but this varied from the 3.5% in Broken Hill to 100% in Coomealla.  Broken 
Hill’s distance from Dubbo (almost 800 kilometres by road), and the special needs of 
the more remote communities were two reasons for establishing the administrative 
headquarters for the regional health service in Broken Hill.  In 1996 the FWHS was 
amalgamated with two other district health services to the northeast and southeast to 
become the Far West Area Health Service (FWAHS), covering a third of the state and 
with 17 health facilities and a total population of just under 50,000, of which 13% were 
Aboriginal, one of eight rural NSW Health Area Health Services (NSW Health 1998).   
On the 1 January 2005 another re-drawing of the boundaries by NSW Health saw the 
FWAHS merge with two other Area Health Services (AHS) to the east, into the 
Greater Western Area Health Service (GWAHS), now one of eight area health services 
in NSW, four of them rural (NSW Health 2005a: 10). The GWAHS covers more than 
55% of the state, has a population of 494,000, of whom 7.3% identify as Aboriginal, 
and 108 facilities including 33 public hospitals, 16 multi-purpose services and 59 
community health centres (GWAHS 2005:3). The complexity of merging three 
disparate AHS’s has meant that by 30 June 2006 the new entity had still not fully 
defined and filled positions in the more complex management structure.  Broken Hill, 
because of its remoteness and population size, was still recognised as having particular 
needs and the Remote Health Cluster, with responsibility for Broken Hill, Balranald, 
Dareton, Ivanhoe, Menindee, Tibooburra, Wentworth, White Cliffs and Wilcannia, 
was formed  (NSW Health 2005b). 
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 As the infrastructure of the FWHS was being developed, a community consultation 
process was undertaken (Morey 1995) to identify the concerns and wishes of the 
Indigenous populations within the boundaries of the FWHS regarding health 
services.  One of the major outcomes of this was the expressed wish for the FWHS to 
be the health service provider, but with a more culturally-specific and sensitive 
focus. There would also be the formation of an Aboriginal organisation to consider 
the specific needs of the Indigenous population, and the Far West Ward Aboriginal 
Health Corporation was formed in November 1995, soon to be called the Maari Ma 
Health Aboriginal Corporation or Maari Ma (a Paakantji word meaning ‘people 
working together’).  As well as establishing the Aboriginal Primary Health Care 
Service in Broken Hill, Maari Ma is, uniquely, contracted by NSW Health to manage 
the health services in Wilcannia, Menindee, Ivanhoe, Balranald and 
Wentworth/Dareton, providing the full range of services for both the Indigenous and 
non-Indigenous populations (Maari Ma 2000:8). This arrangement is still in place 
after 10 years, with a new contract period to be signed in 2007 (Weston 2006).  
Two other local entities were also established in early 1995. In  March the Far West 
Remote Health Training Unit (FWRHTU) was formally established with a mandate to 
equip a broad range of health workers with the clinical and public health skills required 
for remote health practice. A round of consultations with Aboriginal communities 
(undertaken by the author) identified their wish for their own community people to be 
trained as Aboriginal health workers, and that such training be accredited. The 
FWRHTU went on to become the first University Department of Rural Health 
(UDRH), established in 1997 as part of the Commonwealth rural health strategy (Lyle 
1999:3). 
Throughout Australia at this time Divisions of General Practice were being formed to 
enhance the role of General Practitioners (GPs) in health promotion, illness prevention 
and population health activities at the local level. In October 1995 the Barrier Division 
of General Practice was formed and began operating in early 1996, with their major 
project continuing to be the Regional Diabetes Centre in Broken Hill, but also 
supporting local GPs with a range of primary care services (Dalby 2006). 
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 What was interesting about this time and these new entities was their physical location: 
one long corridor in the FWHS administration building. The friendships and trust 
formed, the cups of coffee and the ‘corridor diplomacy’’ through those early years, 
before all the organisations outgrew the space and moved to other locations in Broken 
Hill, was important for collaboration and cooperation since (personal observation). 
The picture would not be complete without mention of the RFDS South Eastern 
Section.  They have been providing part of John Flynn’s “mantle of safety” for the 
remote communities of western NSW and into Queensland and South Australia from 
their base in Broken Hill since 1936. As well as emergency aeromedical retrievals, 
they provide medicine chests on remote communities, clinic visits and phone 
consultations: 
 In the year 1959-60 the Broken Hill base alone transmitted 40,000 telegrams 
for outback settlers, flew over 72,000 miles in answer to medical calls, and 
gave radio advice to almost 4,000 different medical cases (Scott McPheat 
1977:218).  
From 1993, in line with their national strategy which was developed to guide them 
into the 21st century, and defined in The Best for the Bush (National Health Strategy 
Working Group 1993), the RFDS operating out of Broken Hill not only enhanced 
their aeromedical emergency services, but began focusing on the identified priorities 
of Aboriginal (and Torres Strait Islander) health, the health or women, children and 
adolescents, mental health and occupational health.  Underpinning this was the need 
to extend PHC activity, be more involved in illness prevention and health promotion 
strategies and work more closely with communities and other health providers in 
developing and providing services (p.5-6).   To provide a comparison with 1960, in 
the year 2006, the RFDS (South East Section) flew over 576,363 kilometres (358,145 
miles) not including the kilometres driven to clinics, undertook 705 aeoromedical 
retrievals and transfers, saw 10,754 people in a combination of 1,401 small bush 
clinics and regular clinics under contract to other health providers (including GP, 
women’s health, early childhood and dental clinics), and gave advice to 4,147 by 
telephone (Oldman 2007). 
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 The importance of this critical mass of organisations (with their staff) that, from their 
inception, have focused on Indigenous health, PHC, remote health care and workforce 
issues, cannot be easily measured and should not be underestimated. Building critical 
mass and expertise takes time and one of the interesting things to have been personally 
noted through 2005 and 2006 was the loss of senior staff from the AHS administration 
in the region as the uncertainty of positions following the last NSW Health restructure 
“dragged out”, and how this affected programs and morale in local communities.  
1.5 REASONS FOR A WHOLE OF COMMUNITY APPROACH  
The introduction to Murdi Paaki, Menindee and the health service players make it clear 
that history and culture play a part in this study. The focus is primary health care in a 
small and remote community and one context for some of the community members is 
their Aboriginal culture and history and how this impacts on the realities they face 
daily. It is worth noting why this is a whole of community study, rather than raising 
Aboriginal-specific issues in the chapters on primary health care and the social 
determinants and related life course. The reasons are three-fold. 
 
Firstly, effective primary health care should be inclusive and responsive to the needs of 
individuals, vulnerable groups, and the community as a whole, which includes specific 
issues for specific groups (WHO/UNICEF 1978: 1). From this perspective, health 
issues relevant to Aboriginal culture and history would be influenced, in part by 
interactions, or not, with the health service, and should be addressed in that context. 
The second reason for the whole of community focus is the views of the community 
itself. This community emphasises its inclusiveness and from the first days of the then 
FWHS the Aboriginal population said they did not want a separate health service but a 
more responsive mainstream health service (see the Morey report of 1995). This has 
been the philosophy of the NSW Health AHS’s responsible for Menindee since, even 
if an Aboriginal health organisation manages the service on behalf of the AHS.  
Thirdly, my experience in interacting with people from other cultures in Australia and 
overseas makes me very aware of how superficial the ‘knowing’ the realities of other’s 
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 existence really can be. As a visiting researcher my interactions with any community 
member has limitations, but this is balanced with the strengths that flow from being an 
outsider in this situation.  
There are at least two important strengths. The first is that for more than 10 years I was 
closely involved with those responsible for developing, managing and providing health 
services through the AHS, Maari Ma and the RFDS, also having some contact with 
community members. Therefore my presence for the study would not be perceived as 
aligned with any one particular group, Indigenous or non-Indigenous. Furthermore, the 
areas to be explored in the qualitative phase were related to our interactions over the 
years and would not seem strange. The second, and perhaps more important strength, 
is that over this time relationships developed and levels of trust were tested and grew. 
People would also be comfortable with my presence in ‘their space’.  These 
relationships also played a part in determining the type of study undertaken. A 
methodology incorporating observation of relationships and ‘power-related’ 
interactions would be difficult to complete free of bias. 
 
Therefore, in my early discussions with those involved in developing the study focus I 
emphasised the relevance of a whole of community approach, with issues relevant to 
the health of the Indigenous members of the community being situated in the context 
of study results and the discussion chapter (8). 
 
1.6 THESIS OVERVIEW  
The purpose of the thesis is to explore the complexities of primary health care in a 
setting characterised as both isolated and remote, and in the process identify those 
factors critical for developing successful PHC programs in such settings and 
generalisable to PHC programs more broadly. Four questions are addressed in the 
study: 
1. Is a PHC approach appropriate to the study community? 
2. To what extent was a PHC approach applied in the chosen community 
during the time period of the study? 
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 3. What are the barriers and enablers to developing a Best Practice PHC 
approach in such a community? 
4. What are the crucial factors for developing successful PHC programs in 
similar communities? 
This first chapter provides the background to the study – PHC in a remote community 
in far west New South Wales. As well as a brief introduction to the community and 
those providing health services in and to it, a number of issues were raised. These 
included how PHC is variously interpreted, its relevance to the health of the 
community now and in the future, and the complexity of working together (individual, 
community and health services) to make a difference. These are the themes explored in 
following chapters. 
Chapter 2 explores aspects of complexity theory and the value that can come from 
looking at something familiar through a different lens. This has relevance for both 
individuals and organisations for managing change, and is particularly relevant for a 
small health service with a complicated management structure.  Chapter 3 considers 
the evolution of primary health care so as to understand the philosophy, principles 
and elements that are fundamental to its expression as both a model of health care 
and of development. Chapter 4 focuses on social determinants and the life course and 
emphasises the widespread and long-term effects of inequity. Emphasis is on the 
beginning and end of the life course - the young and the old; as well as those in the 
‘middle’ of the life course where the effects of the obesity and diabetes epidemics are 
being played out at an increasingly younger age. Current issues that impact on health 
and health services, in particular chronic and complex care, mental health, dental 
health and workforce are also discussed. The chapter concludes by noting common 
themes or interconnections between complexity, primary health care and social 
determinants.  
Chapter 5 describes the research design and methods.  This research is a case study 
using mixed methods. The theoretical framework provides an exploration of 
complexity, transdisciplinarity, the case study and mixed methods as a justification 
for this. What changed during the course of the study, what the study does not 
address and its limitations are also stated. 
 - 44 -  
 Chapter 6 provides a quantitative analysis of the study community. Population 
characteristics, births, deaths, wellness checks, and health service utilisation are 
examined.    
Chapter 7 is a qualitative analysis of the study community using an individual 
interview guide approach. Those interviewed include representatives from the 
community, local and regional health service providers, with the main foci being 
aspects of the health service and health care, community engagement, interactions 
between the players, barriers, workforce and prevention and behaviour change. 
The thesis concludes in Chapter 8 with a synthesis of the quantitative and qualitative 
studies (Chapters 6 and 7), as well as discussing these in the context of relevant 
themes from primary health care, complexity and social determinants discourses, in 
the process answering the four specific questions of this study.  Limitations, 
recommendations and future directions for research are also provided to complete the 
thesis. 
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Chapter 2 
COMPLEXITY 
 
A wider and more altruistic attitude is very relevant in today’s world. 
If we look at the situation from various angles, such as the complexity 
and inter-connectedness of the nature of modern existence, then we 
will gradually notice a change in our outlook, so that when we say 
‘others’ and when we think of others, we will no longer dismiss them 
as something that is irrelevant to us. We will no longer feel indifferent. 
Dalai Lama 
 
 
2.1  INTRODUCTION 
In the previous chapter it was highlighted that PHC in practice is complex, with 
several levels of complex systems operating (see page 3), that a system is more than 
the sum of its parts, and that interactions between the parts are key to a healthy 
system.  This is the root and core of complexity. Complexity research really began in 
earnest when evolving technology (and especially computers) allowed researchers in 
the sciences and other disciplines to more closely consider the units and subunits of 
their specialties. They began to identify strange and fascinating interconnections 
between smaller and smaller subunits and the whole, providing insights into their 
discipline and identifying relationships and connections with other disciplines (see 
Whitesides and Ismagilov 1999; Weng et al 1999; Arthur 1999; Simmons 2003; Urry 
2005). Three examples to illustrate such insights  - using the brain, slime mould and 
a decimal point - are provided in Appendix 2.1. Writing in 2001, Standish 
commented that in the last 15 years, the study of Complex Systems had emerged as a 
recognised field in its own right, although a ‘good definition’ of what a complex 
system actually was, had still to be formulated. What was clear was that definitions 
were context dependent. “Whatever the field, the ésprit of the post-modern era is 
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 complexity - at least in its largest sense: a combination of determinism and chance, a 
tolerance of heterogeneity and uncertainty, and renewed attention placed on context 
and practicality”  (Materia and Baglio 2005: 534). 
The context of this study is social complexity and how ‘complexity’, ‘chaos’ and 
‘complex adaptive systems’ provide insights into aspects of management, health 
systems, health care and change relevant to PHC in Menindee. A health service such 
as Menindee is, more broadly, part of a health system (NSW Health), but it is also 
part of two organisations, and this increases the complexity for Menindee. Firstly, 
organisationally, the health service is part of a NSW Area Health Service: in 2006 it 
was part of the Remote Cluster of the GWAHS, and before that part of the FWAHS. 
Secondly, parts of it related to service delivery, are managed by an independent 
organisation, Maari Ma Health Aboriginal Corporation.  
This chapter is not about complexity theory in the abstract, but how ideas from 
complexity theory help the process of understanding health and health care. This 
section considers issues of complexity as they relate to people working ‘for some 
end’. Organisations are “purposeful systems characterised by coordinated action 
towards an objective” (Thompson and McHugh 2002: 4) and today work 
organisations are a “critical meeting place of contending social forces – owners, 
managers, professionals and workers – which generate and reflect contradiction and 
change” (Thompson and McHugh 2002: 6). “Contending forces” are liable to be 
compounded when there is more than one organisation involved. The chapter begins 
by differentiating between simple and complex systems, before defining universal 
properties of dynamically complex systems. It then discusses some of the 
implications of complex adaptive systems for health care organisations, in particular 
its value as the lens chosen for this study: a particularly useful lens through which 
those involved can look at their world from a different perspective and more 
successfully manage change.  
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 2.2  THE SIMPLE AND THE COMPLEX 
Byrne provides the following working definition of complexity theory as “the 
interdisciplinary understanding of reality as composed of complex open systems with 
emergent properties and transformational potential” (Byrne 2005: 97). The basis of 
complexity theories is that the whole is more than the sum of its parts and is 
therefore unpredictable, whereas a simple system is the sum of its parts and is 
predictable. In the early description of complexity Rosen described the simple and 
the complex thus:  
…the system is simple to the extent that a single description suffices to 
account for our interactions with the system; it is complex to the 
extent that this fails to be true  (Rosen 1978: 112). 
… complexity is novel in several ways… complexity is not an intrinsic 
property of the system nor a system description.  Rather, it arises from 
the number of ways in which we are able to interact with the system 
(Rosen 1985: 322). 
If a system surprises us, or does something we have not predicted, or 
responds in a way we had not anticipated; if it makes errors; if it 
exhibits emergence or unexpected novelties of behavior, we also say 
that the system is complex.  In short, complex systems are those that 
behave counter-intuitively (Rosen 1985: 421- 422). 
The complexity of systems can be arranged on a continuum from simple to chaotic, 
with complicated, complex and complex adaptive systems in between, although, 
Bennet and Bennet remind us that these categories are a convenience of language. 
Each category represents an ideal state and we can describe components in a way 
that highlights differences, but should remember that in nature and in society it is not 
so easy to separate systems into different types  (Bennet and Bennet 2004: 291). 
A machine can be simple, with a few working parts, or very complicated, with many 
inter-related parts, but its actions are predictable. Change is predictable.   Simple 
systems remain the same or change very little over time.  Complicated and complex 
systems have similarities, in that there are large numbers of interrelated parts. 
However, their differences are significant.  Complicated systems have connections 
between the parts that are fixed and so patterns of behaviour are predictable and there 
is also little change over time.  Complex systems, on the other hand, have 
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 relationships between the parts – they interact with each other, change occurs and 
patterns of behaviour may be difficult to predict.   
Each of the terms in ‘complex adaptive system (CAS)’ is important in defining what 
it is. ‘Complex’ implies diversity and many connections among a wide variety of 
elements.  ‘Adaptive’ suggests the capacity to alter or change and the ability to learn 
from experience.  And finally a ‘system’ is a set of connected or interdependent 
things (Plexus Institute 1998).   There are relationships between the large numbers of 
agents (rather than parts): these react, adapt and co-evolve, often doing so ‘on the 
edge of chaos’ (that is acting in a state of disequilibrium). There is change, but it is a 
higher-level change, with new properties developing, and while the patterns of 
behaviour may still be unknowable, they are potentially fathomable.  Importantly, “a 
study of the parts surely produces an incomplete understanding of the whole” (Plexus 
Institute 1998). 
The traditional sense of chaotic, “utter confusion or disorder” or “wholly without 
organisation or order”  (Macquarie Concise Dictionary 2007), and suggested by 
Bennet and Bennets’ “random patterns of behavior” in Appendix 2.2, is not the 
context of chaos science. For Eoyang “the world in which we travel is not only 
uncharted; it is unchartable” (1997: 5), but this doesn’t mean that it can’t be 
understood.  Rather than chaos meaning a lack of order, a chaotic system according 
to chaos theory, may appear to be disordered or random, but it is not.  Chaos theory 
suggests that small random changes to parts of the system can give rise to large scale 
or global changes to that system, but that regularity and patterns can be found in the 
disordered chaos (Eoyang 1997).  
2.3  PRINCIPLES AND ATTRIBUTES OF A CAS  
At their heart CAS, such as organisations and communities, gather data about their 
surroundings, themselves and their own behaviour and then use that data to guide 
future behaviour; they are continuously self-organising and co-evolving (Ashmos et 
al 2002; Anderson et al 2005). They are governed by a few basic principles and 
share a number of linked attributes and an understanding of these provides the 
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 opportunity to design and implement interventions that reflect the natural ability of 
living systems to change and recreate themselves. Even for the more chaotic systems, 
if we change our expectation of reality, if we understand that any state evolves from 
moment to moment in surprising and unpredictable ways, we can look for tools and 
principles that will allow us to function effectively in spite of the uncertainty 
(Eoyang 1997). 
Common attributes of CAS described here include the agent; interconnections; 
emergence; upheaval at the edge of chaos and self-organisation; systems, sub-
systems, boundaries and transforming feedback; attractors; butterfly effect and initial 
conditions; and fractals. Some terms and attributes authors have used in particular 
contexts are not described (see Byrne 1998: 168-176 for “fitness of landscape” and 
“bifurcation” and Zimmerman et al 1998 for ‘good enough vision’, ‘tuning the edge’, 
‘chunking’, and ‘clockware and swarmware’). 
2.3.1  The agent 
The very basis of social complexity systems is the agent, an individual free to act in 
ways that are not always totally predictable, but whose actions are interconnected 
with other agents. In a health-care system, agents might include individuals such as 
health professionals, clients and managers.  Agents might also include functional 
units (such as the Menindee health service) and entire organisations.  The 
characteristic that agents share is that they can process information and react to 
changes in the information.  They have the capacity to exchange information 
amongst themselves and with their environment and to adjust their own behaviour as 
a function of the information they process.  They are constantly acting and reacting 
to what other agents are doing.  Each agent is different, processes information in a 
different way, and it is this that provides the potential for growth and change.  Each 
agent has different information about the system and no one agent understands the 
system in its entirety  (Warfield 1999; McDaniel and Driebe 2001; Plsek and 
Greenhalgh 2001). 
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 2.3.2  Interconnections 
There is a rich pattern of interconnections between diverse components of the system  
(Kauffman 1995).  It is the relationship among agents, rather than the agents 
themselves, which is the essence of a CAS.  These relationships are non-linear and 
inputs are not proportional to outputs: for example small changes can lead to big 
effects and big changes can lead to small effects.  Any element in the system 
influences and is influenced by quite a few other ones.  Order is created through the 
patterns of interconnections, not complicated controls and rules.  There are both 
positive and negative feedback loops and the effects of any one agent’s activity can 
feedback on itself as well as influence others.  Adaptability is reflected in the ability 
of the CAS and its agents to change the rules through their interactions, thus 
changing the system (McDaniel and Driebe 2001; Anderson et al 2005). 
2.3.3  Emergence 
It is out of the interconnections that the central attribute of a complex system – 
emergence – arises  (Urry 2005). Putting it colloquially, Standish tells us that 
emergence is the concept of some new phenomenon arising in the system that wasn’t 
in the system’s specifications to start with (Standish 2001: 3).  Holland suggests that 
it is “much coming from little” (1998: 2) and Johnson (2001: 18), that it is “agents on 
one scale …producing behaviour that lies one scale above them … the movement 
from low-level rules to higher-level sophistication” – such as ants’ behaviour when 
they are of sufficient density, birds flocking, how a city develops and the action of 
brain cells.   
Also expressed as the whole being greater than the sum of the parts, emergence 
reflects how the action of an agent, free to act in not always predictable ways, 
changes the context for others.  In a health care team, it is the interconnections 
between the agents or parts (the team members) that are more important in 
explaining overall results than the composition of the parts (each individual member 
of the team) themselves (Holland 1998; McDaniel and Driebe 2001; Anderson et al 
2005). The productive interaction of individuals can lead to novel approaches to 
issues, and “the inability to account for surprise, creativity, and emergent phenomena 
is the major shortcoming of reductionist thinking” (Plsek and Greenhalgh 2001).  
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 Since emergence is about new behaviours emerging, emergence is about change 
(Arrow et al refer to it as a form of metamorphosis – 2000: 55). Positive change 
favours the ‘organism’, but negative change is also possible and likely to lead to 
poorer outcomes (perhaps extinction). 
2.3.4  Upheavals at the edge of chaos and self-organisation 
Fundamental to emergence and change is the attribute ‘the edge of chaos’ – that area 
that lies between order and chaos, where behaviours or groups can undergo 
spontaneous self-organisation, producing innovative and creative ideas (Penprase and 
Norris 2005).  This is not a new idea.  In Sun Tzu’s The Art of War, a 2,500-year-old 
text, the author suggests wars are won and the enemy routed when a protagonist can 
find ways to confuse and off-balance the enemy, creating a negative side to an ‘edge 
of chaos’ (see Krause 1996). Self-organisation is the term used by some, for when 
complex systems become sufficiently disorganised they generate their own order 
(Eoyang 1997) with new structures and behaviours developing (McDaniel and 
Driebe 2001; Anderson et al 2005). 
The edge of chaos is an unstable zone, and CAS “perform best when their order is 
not far from the transition to chaos so that their dynamic patterns are both robust and 
flexibly responsive to context” (Reason and Goodwin 1999). As systems evolve 
inappropriate order will need to be replaced by more adaptive behaviour.    
Reason and Goodwin (1999) suggest four zones around the edge of chaos with 
implications for the future of an organisation. Where there is a “frozen regime, 
highly, rigidly and sometimes pathologically ordered with little or no spontaneous 
activity” there will be repetitive, ritual interaction and rigid bureaucracy, with little 
opportunity for innovation and change. On “the ordered side of the edge of chaos”, 
there is a zone of healthy interaction, that is lively and interesting, still unpredictable 
but within some framework. “On the other side of the edge of chaos” there is a 
highly disordered zone in which all taken-for-granted patterns are “lost in a tangle of 
confusion and spontaneity and there is active seeking for new order.”  And finally, 
there is “a zone so far into chaos that all sight is lost, and social systems explode or 
implode.” In a similar vein Geyer presents the range of outcomes for complexity 
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 theory as: order, stifling order, creative complexity, destructive disorder and chaos 
(Geyer 2003: 244). 
Others state this more simplistically: stable and static equals no growth and eventual 
extinction; with the edge of chaos and disequilibrium comes change and renewal; 
and with total chaos comes destruction (Hurst and Zimmerman 1994). Similarly, 
Bennet and Bennet’s view is particularly relevant to today’s organisations.  In the 
middle region there is optimum complexity, with the right level of internal 
complexity to deal with the external environment while maintaining overall order 
and unity of purpose.  However, when every component is constrained, with a rigid 
structure whose relationships are tightly controlled the organisation becomes a 
classic bureaucracy unable to deal with today’s changing markets, resulting in 
uncertainty. And finally, when every component is able to act independently, without 
coordination, change is possible but there is unlikely to be alignment, synergy and 
direction and this is unlikely to be useful for the organisation (Bennet and Bennet 
2004: 32).  
Functioning in an arena of paradox and tension can be uncomfortable and staff may 
need to be given a “push” (Plexus Institute 1998; Plsek and Greenhalgh 2001; 
Penprase and Norris 2005).  Staff need to be pushed to the edge of chaos so that 
creativity and flexibility can thrive, and leaders need to create an environment in 
which relationships reflect trust, comfort, acceptance, resistance, risk taking and 
flexibility. They also need to be welcoming of surprise rather than fearing it. None of 
this means that ordinary day-to-day management isn’t needed, although perhaps it 
should be termed “extra-ordinary management” (Penprase and Norris 2005). 
2.3.5  Systems, subsystems, boundaries, and transforming feedback 
We are surrounded by complex systems that influence each other so they co-evolve 
together. “Since each agent and each system is nested within other systems, all 
evolving together and interacting” understanding any part cannot occur without 
reference to the other parts or “shadow systems” (Plsek and Greenhalgh 2001).  A 
complex system also includes subsystems embedded in and related to other 
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 subsystems and complex interdependencies knit these subsystems into 
comprehensible wholes.  
There is a wide range of similarities and differences within complex systems. The 
area that separates parts of the system with different characteristics is a boundary and 
strange things can happen at boundaries – “information is distorted and behavior is 
misinterpreted” (Eoyang 1997: 13).  Agents can be members of several systems and 
membership can change so boundaries are often fuzzy rather than rigid (Plsek and 
Greenhalgh 2001). In successful CAS, boundaries are transcended to ensure that the 
right information reaches the right place at the right time. Bennet and Bennet (2004: 
60) talk in terms of permeable boundaries for the intelligent CAS, which suggests 
that organisations can structure themselves so that boundaries are impermeable. 
Information flowing across boundaries generates change in both the sender and 
receiver of the information, referred to as transforming feedback loop. Feedback 
loops can be negative or positive and trigger big changes more globally, or smaller 
changes at the next level of the system. Sufficient feedback from the surrounding 
environment is essential to adapt successfully to any change and informal 
communication networks are important for rapidly but indirectly communicating 
information   (Penprase and Norris 2005). 
2.3.6  Attractors 
In the social context an attractor is something that an organisation, group, or 
individual is naturally drawn towards usually to maintain a stable state, or 
homeostasis, and they determine how change will occur. There are both stable and 
strange attractors, with the stable attractor holding behaviours to predictable patterns 
that are less creative and innovative; and strange attractors, which can lead to more 
creative or less desirable behaviours (Penprase and Norris 2005).  More generally, 
Albrecht et al (1998: 70) refer to attractors as catalysts that produce patterns that can 
be discovered, and Eoyang (1997: 14) as system-wide patterns of behaviour that are 
uncovered with a global view of a system, for actions that appear to be random when 
viewed individually. 
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 2.3.7  Butterfly effect and initial condition  
A complex system has an element of unpredictability to it because it is susceptible to 
the effects of a small change in “initial conditions”: any small change at the 
beginning may have a large effect. This extreme sensitivity to initial conditions is 
sometimes referred to as ‘the butterfly effect’, and is illustrated in Appendix 2.1 
(Eoyang 1997; Plowman et al 2007). 
2.3.8  Fractals  
The final attribute considered is the fractal. The world consistently displays a regular 
irregularity and the degree of irregularity remains constant over different scales or 
the same pattern is expressed at each level of organisation. A leaf or a lung illustrates 
this (see Appendix 2.3).  Look at them at different levels of magnification and you 
see the same pattern repeated: not surprisingly for these two examples as it is the 
most efficient way to increase an area without taking up more space (in this instance 
there is a greater surface area between the external and the internal environment for 
the exchange of gases to occur). 
2.4  IMPLICATIONS OF CAS FOR HEALTH SERVICES 
Organisation and management theories have gone through significant changes in 
recent years, in response to unprecedented worldwide change (Morgan 1997). Systems 
theory applied to organisations in the1960s and 1970s with a focus on linkages, 
coordination, standardisation, rationalisation and vertical and horizontal integration 
may have been successful for those organisations that had a more closed and 
mechanistic base (such as production lines) but they appeared to have had little success 
when applied to health care organisations (Begun et al 2003). These are complex and 
very much centred around individuals interacting in myriad ways, and organisational 
theory with its emphasis on interrelationships and not the elements of the system 
provided more fruitful insights for organisations wanting to grow (Senge 1990). By the 
1990s however, Mick and Wyttenbach (2003) argue, changing institutional forces and 
markets and the increasing complexity in the internal life of organisations themselves, 
meant that conventional approaches to understanding systems were limited in 
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 examining the intricacies of many health care systems. Organisations were living 
organisms existing in a complex ecosystem: individual organisms were independent 
with their own identity but also coexisted with others and were thus interdependent for 
maintaining the system and survival. A living and open system was not fixed but grew, 
repaired itself, adapted, reproduced and slowly evolved (Zimmerman et al 1998; 
Kernick 2002 and 2006). The development of unusual paradigms, such as complexity 
theory, offered one way of examining the intricacies of such systems.   
Complexity theory, and in particular a CAS approach, is seen as one way of 
understanding organisations, and in particular health management systems, said to be 
some of the most complex (Begun 1994; Stacey 1995; Tasaka 1999; Arndt and 
Bigelow 2000; McElroy 2000; Plsek and Wilson 2001; and Houchin and MacLean 
2005). 
Understanding the systems and subsystems and interconnections is important but so 
are the agents. Morgan (1997) emphasises the need to put people at the centre of 
management practice rather than theories, as this better develops our understanding 
of the patterns underneath the surface complexity that surrounds us. He also suggests 
using metaphors are a way of ‘seeing and thinking about’ complex ideas in ways that 
makes sense to us (Thelen refers to them as bridging the gap from the theory to the 
phenomenon – 2005: 259), and complexity theory certainly uses metaphors to help 
guide our understanding (Nowotny 2005: 29).    
Although metaphors are widely used to aid understanding, some authors suggest the 
need for caution: care needs to be taken when using natural system metaphors to 
describe social systems so as to be clear they are not the same system; we may need 
to limit their use because they “simply serve to put a veneer on top of what can be 
very precisely defined (Warfield 1999: 26); and “when the metaphor becomes the 
explanation, held to be a theory unto itself, it can constrain the ability to see and 
interpret events every bit as much as the traditional explanation it is intended to 
supplant”  (Johnson and Burton 1994: 327). Cilliers cautions that terms are not 
without limitations and that when we use metaphors we tend to visualise them, so 
that for some such as ‘boundaries’ we are inclined to think in spatial terms and so 
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 have difficulties when subsystems are part of many systems simultaneously (Cilliers 
2005: 611). 
Metaphors that Morgan  (1997) applies to organisations include machines, 
organisms, cultures, political systems, psychic prisons, domination, flux and 
transformation and as a brain. Each metaphor suggests aspects of how an 
organisation may do business (see Appendix 2.4), including whether it is an 
organisation that has its roots in the past and is intransigent to change, or does not 
allow workers a voice and is very controlling, or whether it openly embraces change 
and adapts.  
An individual with any experience of working in a number of organisations can 
easily ‘see and think about’ the positive and negatives aspects of the organisation that 
each metaphor brings to mind.  There are implications for how the organisation will 
flourish in the changing world of doing business today, and Appendix 2.5 presents 
Bennet and Bennet’s comparison of the successful and the unsuccessful organisation, 
from the viewpoint of complexity theory. 
The raison d’être for organisations would imply that they are concerned not only 
with maintaining their identity and survival but also with growth.  However Morgan 
reminds us that ‘the organization maintaining its identity’ is an oversimplification, 
that we are ultimately concerned about people: 
…strictly speaking, organizations do not think and act: organizational 
members do this, and what we recognise as the organization is a 
product of their thoughts and actions…when we talk about 
organizations acting or sustaining its identity, it would be more 
correct to do so in terms of the key people involved  (Morgan 1997: 
414). 
Warfield, in analysing human behaviours at play in organisations (particularly large 
organisations), presents 20 laws of complexity, with similar themes that need to be 
considered if change is to occur.  Examples include 1) as an organisation grows there 
is linguistic disconnectedness with components (that is people) in lower levels who 
“no longer understand each other's language”, thus the importance of communication 
within; 2) that at the outset, individual members will have quite diverse beliefs about 
an issue; this will not be recognised without group learning endeavours and these 
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 take time and effort to overcome; and 3) if organisations don't have any effective 
methodology for learning about how it is functioning it will not grow (Warfield 
1999).  He is quite pessimistic about many organisations: 
… there is an overwhelming set of institutional conditions that 
virtually guarantee any complex issue will not be resolved…[and this] 
explains the “anecdotal evidence seen in everyday life” as to the 
ineffectiveness and dysfunctionality of systems put in place with 
improper designs that are unresponsive to the situations they were 
purported to remedy (Warfield 1999: 38). 
Stroebel et al  (2005) put this another way by asking, in the context of primary care 
practice, why it is that in spite of people wanting to do their best, practices are 
struggling, staff are overworked and burnt out, and there are systems that are 
complicated, tedious and time-consuming. Those seeking answers, they say, tend to 
only focus on one problem, with an assumption that organisations are predictable 
with potentially controllable components. Since this does not describe most 
organisations, quality improvement processes tend to fail, and viewing the 
organisation as a CAS may help develop sustainable improvements.  
Miller et al  (1998) provide an example of how a CAS approach benefited one of 
their projects. They had been trying to understand why some primary care practices 
were successful in delivering new preventive care strategies and others were not. 
Initially unable to make sense of their data, they then looked at it through the eyes of 
complexity theory. They identified fractals (patterns repeating themselves at different 
levels of organisation), tension between attractors (two key staff), and sensitive 
dependence on initial conditions (a practice that continued in the ways of the 
‘founding father’ who was not open to change).  
While some may argue that this is a superficial use of complexity theory (see 
Richardson and Cilliers 2001), the metaphors of complexity are useful. They allowed 
the researchers to develop strategies for changing practice patterns: enhancing 
attractors, transforming attractors and enhancing learning more broadly (learning the 
skills of enquiry, advocacy, systems thinking, and revealing mental models - the 
often unstated models or rules that guide actions and help individuals anticipate and 
predict). Importantly they comment on why guidelines and other standardised 
practices often did not work as planned. “Rationality and knowledge for its own sake 
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 do not matter to complex adaptive systems except when they serve the attractors and 
are consistent with the internal models.  One size will not fit all” (Miller et al 1998: 
376). 
Wilson et al (2001) illustrate how they found complexity science useful, relating it to 
aspects of clinical care, especially glycaemic control, the uncertain clinical encounter 
and promoting health.  Focusing on health promotion and prevention issues as 
examples, they show how complexity theory assists the potential for change. In the 
context of changing client’s behaviour in relation to lifestyle factors we are reminded 
that individuals operate in a broad network of relationships and information that 
profoundly effect health choices but of which the health provider is often unaware 
(referred to as shadow systems by Plsek and Greenhalgh 2001).  If the client cannot 
walk away from this system we need to begin acknowledging it and working with it  
(requires developing an understanding of it, which takes time). If clients are 
‘resistant to change” (our term for those who are not ready to acknowledge they 
‘have a problem’), understanding that ‘readiness to change’ occurs when a system is 
in a state of disequilibrium, somewhat chaotic, and there is a tension to change. It is 
at this time that a small influence can have a large effect (the butterfly effect), and is 
why brief interventions, done properly, can be effective. Identifying ‘attractors’ – 
those things associated with why an individual engages in a health-damaging 
behaviour, and developing alternative attractors, even a choice of attractors, offers 
potential for change – if the time is right (adapted from Wilson et al 2001: 687). 
Again, this may be a superficial use of complexity theory, but it challenges the health 
professional to view with different eyes the pre-contemplation / contemplation stages 
of behaviour change (as well as the other stages) (Prochaska et al 1992) with 
potentially better outcomes for all. Sussman et al agree. Talking specifically about 
obesity, they acknowledge the “disappointing lack of success” of behaviour–
modifying brief interventions, based on linear, cause-and-effect models that do not 
adequately acknowledge the “full range of competing demands” that affect both 
clinician and client (2006: 332). 
Glouberman and Zimmerman express this idea slightly differently: “Interventions in 
complex adaptive systems require careful consideration and planning, but of a 
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 different kind than in a mechanistic system. It is more important to understand local 
conditions and be aware of the uncertainty and feedback that accompanies any 
intervention” (Glouberman and Zimmerman 2002: 12). 
Some see one simple rule as pivotal to maximising the connectivity between agents: 
there needs to be enhanced participation in decision-making, which means each 
element in the system has more autonomy and there is less emphasis on standardising 
control procedures (Ashmos et al 2002). It will be messy (they use the term 
‘complexified’), with multiple decision makers and multiple informants, but it is this 
that fosters creativity, adaptability, co-evolution and change that is more sensitive to 
the environment of the organisation. 
A number of authors have identified simple (this point could be debatable), locally 
applicable tools and rules to identify areas for focusing on so that change and 
transformation occurs in CAS (Eoyang 1997; Zimmerman et al 1998; Plsek and 
Greenhalgh 2001; Plsek 2003; Bennet and Bennet 2004).  The Institute of Medicine’s 
(IOM) 10 rules for health system transformational change (IOM 2001: 61-63; 
discussed in Chapter 3.8 and detailed in Appendix 3.2) are applicable to quality 
improvement in general, but for considering the functioning of the whole system 
Bennet and Bennet’s nine rules of thumb, which they note may or may not apply in 
all instances, are a useful guide (these are summarised in Appendix. 2.6).  Among 
other things, they provide a framework for ‘looking, thinking and evaluating’ CAS 
such as health systems, challenging us to:  understand such systems, look for 
emergent characteristics, consider the importance of networks and understand them, 
be more nurturing and less controlling, amplify what works and change what doesn’t, 
and expect mistakes (Bennet and Bennet 2004: 298-299).  
Common to all studies on complexity are systems with multiple elements adapting or 
reacting to the patterns these elements create. Richardson and Cilliers (2001) caution 
care in the use of theories of complexity developed through examination of primarily 
natural systems being broadly applied to social systems, but they still acknowledge 
the language may trigger insights into the behaviour of the social world (referring to 
such approaches as soft complexity science).  Furthermore, commenting on a 
diversity of views expressed around complexity at the time, they state: “this 
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 divergence should, we feel, not be seen as a problem to be overcome, but a resource 
to be utilised” (Richardson and Cilliers 2001: 22). 
Whether a passing fad, a complement to accepted conceptual frameworks or “a 
pioneering break from a moribund Newtonian worldview” (Manson 2001: 412), the 
potential of a complexity approach lies in encouraging us to see things differently 
and to understand “the nature and gestalt of a system”  (Arndt and Bigelow 2000: 
38), with gestalt being a configuration or pattern of elements so unified as a whole 
that it cannot be described merely as the sum of its parts. It provides insights for us to 
better understand how complex social systems work and change; it stresses the 
importance of interdependencies and interrelationships; and from the perspective of a 
health system, a better understanding of the dynamics of the system  “may just help 
us do things a little better” (Kernick 2006: 390) and achieve better outcomes. 
Furthermore, because a detailed knowledge of complex, dynamic systems 
interconnecting with other systems cannot come from a narrow focus (such as a 
single discipline of study) Albrecht et al (1997) suggest we need to look at such 
systems from multiple perspectives - thus requiring a transdisciplinary approach. 
This may be difficult and may even increase the level of complexity, rather than 
reducing it, but it offers the opportunity for unique insights into social understanding 
(Nowotny 2005). In an interview with Lewin, Holland uses the analogy of a complex 
engineering structure to make his fundamental point about complex adaptive 
systems. 
“You have to look at the way the various pieces support each other to 
know which side is in the stronger situation.  It’s the interaction of the 
pieces from which the strength emerges.  It’s the same in all complex 
adaptive systems.  Interaction is the key”  (in Lewin 1999: 220). 
Interaction, on all levels, is so important. In asking why so-called systems of health 
care are “so notoriously difficult to manage” Glouberman and Mintzberg describe the 
‘four worlds’ of the ‘health care and disease cure’ system. These four worlds include 
the doctors and hospital (cure component), the nurses and community health care 
(care component), the administrative hierarchy (control component) and the 
community representatives and trustees (community component).  Each is a world 
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 apart from the others – unnecessarily disconnected, with “unreconciled values, 
incompatible structures and intransigent attitudes” (Glouberman and Mintzberg 
2001: 67).  Often change takes place within each of these four worlds but this can 
also help fragment and emphasise their differences. Whilst this is only one way of 
conceptualising a health care system, the point they make is that ultimately “the four 
worlds are one system” (Glouberman and Mintzberg 2001: 69) and this system will 
be more effective if the subsystems work to a common goal – the health of the 
community it serves. Looking at this ‘one world’ as a CAS can be one useful starting 
point. 
2.5  SUMMARY 
Research implications for a CAS perspective of Menindee health service are 
numerous. Research could focus on looking at patterns that repeat themselves at 
different levels of the organisations or look for emergence, the appearance of 
‘something new’; it could study patterns of interactions among agents or how the 
organisations are co-evolving with the environment; it could focus on how change 
occurs and the conditions that facilitate change; it could study the quality of 
relationships or the degrees of co-participation, learning and sharing between two co-
dependent organisation, and so on (see Begun et al 2003: table 3). Together or singly 
these would all be potentially useful, and would reflect the increasing complexity of 
CAS research that is occurring as researchers become more familiar with concepts and 
appropriate transdisciplinary methodologies. However, one of its important early uses 
was to challenge those involved to look at ‘their world’ with ‘new eyes’, using some 
interesting metaphors as triggers. That is the intent of introducing complexity science 
to this study. There is little experience of this approach among local health 
practitioners. PHC itself is complex, involving clients, their families and the 
community as well as health providers; the diseases and the environment in which they 
occur, increases complexity for those involved.  Although a CAS framework is not the 
methodology of this study, insights gained by using the metaphors of a CAS are 
important – at the organisational level and increasingly at the level of practitioner-
client interaction – for understanding existing phenomena and causes and for 
instigating and understanding change.  
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 This chapter has provided an overview of CAS elements applicable to health services 
that share responsibility, with their constituent communities, for improving health, of 
making a difference. However, as the social determinants literature highlights, health 
services alone will not improve health, for there are fundamental issues around 
inequity – with what choices and opportunities are available to individuals and 
communities - that begin early in life and are life long. These areas are explored in 
Chapter 4. Before that however, Chapter 3 introduces the fundamentals of the health 
system itself: primary health care with its roots in confronting inequity, and the 
elements of a responsive health system with a particular focus on meeting the 
challenges of a growing burden of chronic diseases. 
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Chapter 3 
PRIMARY HEALTH CARE  
 
Sometimes we are so [theological] we don’t see the people for the principles 
– Garrison Keillor 
 
 
3.1 INTRODUCTION 
At its inception primary health care was heralded as “an idea whose time had come” 
(Bryant 1980) and “Health For All by the Year 2000” was the catchcry and the goal. 
Yet at the beginning of the 21st century perceptions of its success were mixed. The 
Canadian Nurses Association (2003) declared “Primary health care – the time has 
come” and Hall and Taylor (2003) discussed the reasons for the “demise of the 
Alma-Ata Declaration and primary health care in developing countries”. An editorial 
by Cueto (2005) focused on the “promise of primary health care”, and writing a 
decade earlier Werner (1995) asked “who killed primary health care?”  Countries 
such as the United Kingdom (Department of Health-UK 2002), New Zealand (MOH-
NZ 2000), Canada (Health Council of Canada 2005) and Eire (Department of Health 
and Children 2001) declared primary health care/primary care would play a 
fundamental role in the future of their health services.  Practitioners such as Keleher 
(2001) and Starfield et al (2005), and their representative organisations (the British 
Columbia Medical Association 2002) argued for the importance of primary care to 
health systems and health, with some talking about PHC and primary care 
interchangeably and others distinguishing PHC from primary care. Why the mixed 
messages? 
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 Over this time there has been an extensive literature, highlighting the successes and 
challenges PHC has faced (see WHO 2003a for a global view; McElmurry et al 2002 
for the Americas; McDonald et al 2006 for Australia; Wakerman et al 2007 for rural 
and remote Australia; and Meads 2006 for lessons across continents). For Hall and 
Taylor “once the economic and political implications of the Alma-Ata Declaration 
were recognised, it was not given a chance to survive politically or economically” 
(2003: 20), and while this may not apply to developed countries, economic and 
political policies do impact on outcomes – nationally, at the state level and 
regionally. 
Wherever we live, the world today is not the same as it was in the 1970s, and it is not 
unreasonable to expect that PHC would also change. Since the purpose of the present 
research is to explore PHC and its appropriateness in a small and remote community, 
it is not the history of PHC over the last 30 years that is relevant, but how PHC is 
currently interpreted and implemented in this community and the challenges it faces. 
It is also useful to explore how current PHC practice compares with the original 
model, and how the model has been variously interpreted, adapted and moulded to 
suit changing contexts. 
This chapter has four themes: the evolution of PHC; the philosophy, principles and 
elements that are fundamental to its expression as both a model of health care and for 
development addressing social injustice; the interconnectedness of PHC, community 
development, health promotion and public health; current Australian PHC; and 
aspects of good quality health care relevant to current PHC practice.  
 
3.2 THE ROOTS OF PRIMARY HEALTH CARE 
To understand modern PHC it helps to have a sense of its origins.3  PHC had its roots 
in world events leading up to the 1970s.  Post-World War II organisations such as the 
                                                 
3 I considered this history in more detail for a study on maternal mortality in Somalia (Selden 1986). 
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 United Nations (UN), the WHO, and the World Bank, were established with 
mandates to ‘make a difference’ (my term) to the disadvantaged of the world.  By the 
mid-1960s the majority of colonised countries in Africa and Asia had become 
politically, but not economically, independent.  Social scientists were increasingly 
questioning the massive investments in so-called ‘development’ programs, the 
effects of which had not ‘ trickled down’ to the rural sectors of  ‘developing’ 
countries as anticipated, but had in fact led to a very ‘specific distorted development’  
(Nyilas 1977: 17). Theorists endeavoured to describe the effects of this distortion in a 
variety of ways including underdevelopment (Frank 1970); dependence and 
conditioning (Dos Santos 1970); peripheral capitalism (Amin 1976); growth without 
development (Furtado 1978) and the “development of underdevelopment” in the 
context of political economy (Baran 1957).  As one author put it, noting the 
unprecedented global economic growth and institutionalised aid giving over 20 
years:  
... there are more poor, hungry, sick and shelterless people than there 
have ever been (Lean 1980: 51). 
 
The WHO and UNICEF supported the push for basic health services in the 1960s 
and early 1970s, which saw governments establishing networks of peripheral health 
facilities. These were to provide curative and preventive services to the 80% of their 
population living in socially and geographically remote regions - ‘health for the 
people’, rather than the continual investment in hospitals, providing secondary and 
tertiary care in urban areas to 20% of the population and consuming over 80% of the 
budget. Importantly, they were also involved in vertical programs such as malaria 
and smallpox eradication, which influenced their initial PHC strategies and 
contributed to the selective versus comprehensive PHC debate that began almost 
before the ink had dried on the Alma-Ata Declaration ( see Walsh & Warren 1980; 
Gish 1982; Rifkin & Walt 1986; Unger & Killingsworth 1986; Newell 1988; Warren 
1988; Wisner 1988; and Cueto 2004 and Magnussen et al 2004 for more recent 
comments). In the early 1970s their assessment of the situation was that countries 
had “not demonstrated convincingly” that they would be able to solve their problems 
in a finite period of time (WHO/UNICEF 1975: 51). 
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 However at this time there were signs that ‘health by the people’ programs, in a 
range of settings as diverse as Cuba, China, Tanzania, India, Bangladesh, Niger and 
Guatemala, where there was active participation of communities in their own care, 
were impacting favourably on those communities (Newell 1975).  
What was important about this era was the military spending and armed conflict 
throughout the world. If the majority of the countries of the world – rich and poor – 
were allocating 10 to 30% of their central government expenditure to the military, 
this reduced funds available for other services such as education, infrastructure 
development and especially health, which was often the weakest section of 
government. Kidron and Segal’s The War Atlas (1983) and The New State of the 
World Atlas (1984) provide a graphic illustration of the costs for a world at war 
through the 1970s and early 1980s.  
From 1975, what was referred to as “the basic needs approach” to development, 
became the focus of organisations such as the World Bank.  To address the issues of 
poverty and inequality these programs focused on the minimum requirements for 
family survival (adequate food, shelter and clothing) and essential services for 
communities, including safe drinking water, sanitation, public transport, health and 
education.  Underpinning this approach were three principles: participation of people 
in the decision-making that affected them, self-reliance of countries to the extent this 
was possible, and a redirection of policies towards greater social equity (ILO 1976; 
Streeten 1981).  
In this same period (1974) the Canadian Minster for Health and Welfare, presented a 
document to their parliament in an attempt to explain why some people were healthy 
and others were not.  A significant contributor to the early social determinants 
debate, The Lalonde Report played a role in the development of “Health For All” (a 
term associated with PHC) and more specifically of the Ottawa Charter for Health 
Promotion (agreed in 1986), created a climate for change. The importance of health 
promotion, prevention and the environment was emphasised, as well as using 
regulatory powers of government, relevant research on major causes of mortality and 
morbidity, and health care efficiency – its cost, accessibility and effectiveness. 
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 Lalonde highlighted the complexity of health, health-related behaviours and a shared 
responsibility for ‘making a difference’: 
One of the purposes of this working paper … is to show the links 
between different kinds of mortality and illness on the one hand and 
their underlying causes on the other. Only when these links are known 
will it be possible to make judgements on whether certain risks are 
worth taking or certain sacrifices are worth making. 
These judgements must be made by individuals in respect of their own 
living habits, by society in respect of the values it holds, and by 
governments in respect of both funds they allocate to the preservation 
of health and the restrictions they impose on the population for whose 
well-being they are responsible (Lalonde 1974: 9). 
Developing the “ making judgements” skills of individuals, communities, health 
service providers and policy makers would become one focus for PHC in the 
following decades. 
Lalonde also highlighted the burgeoning mental health needs of communities at this 
time (and mental health needs continue to be an issue; see pages 52, 92, 94 and 108-
109): 
Much needs to be done also in preventing mental illness…the 
pathological processes at work in our families, our school systems 
and in our society’s value system indicate that programs of prevention 
directed at large scale population groups are desperately needed 
(Lalonde 1974: 62). 
By 1975, the WHO was setting the scene for PHC and its ‘health with the people’ 
approach.   In preparation for the Twenty-eighth World Health Assembly, the WHO 
presented the following summary of PHC and the promotion of national health 
services as a way of addressing low health status in many parts of the world: 
Primary health care is taken to mean a health approach which 
integrates at the community level all the elements necessary to make 
an impact on the health status of the people. Such an approach should 
be an integral part of the national health system. It is an expression or 
response to the fundamental human needs of how can a person know 
of, and be assisted in the actions required to live a healthy life and 
where can a person go if he/she needs relief from pain or suffering. A 
response to such needs must be a series of simple and effective 
measures in terms of cost, technique and organization, which are 
easily accessible to the people in need and which assist in improving 
the living conditions of individuals, families and communities. These 
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 include preventive, promotive, curative and rehabilitative health 
measures and community development activities  (WHO 1975: 1). 
PHC developed from the same roots and had the same components as the basic needs 
approach, both attempting to reduce inequality through self-reliance, participation 
and particularly social justice.  And whilst it might at first appear that PHC was an 
attempt to correct the deficiencies in the health-care system and make health services 
more accessible to rural people by integrating both curative and preventive strategies 
and involving local communities in the design and implementation of programs, it 
was much more than this. It was hoped that through this health reform advocated by 
the WHO, national ministries of health would be able to argue for a larger slice of 
resources, for a healthier population would be better able to participate in their own 
‘development’. 
In 1978, the Declaration of Alma-Ata introduced PHC, and the catch cry “health for 
all by the year 2000” (HFA2000), to an international audience. 
 Primary health care is essential health care based on practical, 
scientifically sound and socially acceptable methods and technology, 
made universally accessible to individuals and families in the 
community through their full participation and at a cost that the 
community and country can afford to maintain at every stage of their 
development in a spirit of self-reliance and self-determination 
(WHO/UNICEF 1978: 3) 
 
This is only the beginning of the Declaration.  It go on to state that PHC is the first 
level of contact that individuals and families have with the national health system, 
and this is often the limited view that many have of it. However, the Declaration is 
very clear that it is an integral part of an integrated system of comprehensive health 
care encompassing the preventive, promotive, curative and rehabilitative continuum. 
It is also clear about the need for intersectoral cooperation; and that there is a set of 
activities or elements that make up PHC practice (WHO/UNICEF 1978: 3-4).  In 
essence PHC encompassed a philosophy, a set of principles and a set of elements. 
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 3.3  PRIMARY HEALTH CARE: PHILOSOPHY, PRINCIPLES AND 
ELEMENTS 
As a philosophy, PHC at its beginning was about social justice and equity, 
addressing the causes of ill health, balancing prevention and promotion with 
treatment and rehabilitation (comprehensive health care) but with a real focus on 
health promotion and working with people to assist them in making decisions about 
their health.  It was also about taking special care of the vulnerable.  
As a set of principles, PHC encompassed accessible and culturally appropriate care, 
health promotion and illness prevention, community participation in both planning 
and delivery of services, collaboration across sectors and across health disciplines, 
and the use of appropriate technology.  Furthermore, however it was played out, it 
had to be sustainable. Also, at its inception, political will, disarmament and world 
peace were principles – challenging governments to change their spending priorities 
from defence to development. 
As a set of elements, PHC focused on:  
• education about common health problems and their prevention;  
• the basic prerequisites for health (a safe food supply, adequate nutrition, safe 
water and basic sanitation); 
• providing a good start to life and care of the vulnerable - encapsulated in 
maternal and child care and family planning (developing countries at that time 
were undergoing a population explosion and ‘at particular risk groups’ were 
women of child-bearing age and children under five year, who formed a 
significant proportion of the population);  
• immunisation against the common infectious diseases;  
• prevention and control of endemic diseases;  
• the appropriate treatment of common diseases; and  
• the provision of essential drugs to achieve these goals. 
(WHO/UNICEF 1978) 
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 It has been my experience as a health practitioner in a range of countries, that the 
elements of PHC were directly applicable to health care practice in these settings and 
that the principles and philosophy were better used a checklist of goals for programs 
to attain to. That is not to say that there were not challenges in applying PHC 
elements or that success was guaranteed.  However, the elements included the 
ingredients for addressing major community health concerns and needs and 
improving outcomes for community members when undertaken collaboratively. 
Notwithstanding my professional experience, there remain a range of interpretations 
of PHC’s rhetoric and reality. 
3.4  PRIMARY HEALTH CARE: THE OTTAWA CHARTER AND 
BEYOND 
Since 1986, there have been a number of international health promotion conferences, 
beginning with the first in Ottawa, Canada, and the issuing of what became known as 
The Ottawa Charter (WHO 1986). This built on the Alma-Ata Declaration, and was 
often interpreted as PHC for developed countries, with its emphasis on health 
promotion and prevention strategies.  However it was more than this. Again the 
emphasis was social justice and equity. The Charter began by making it clear that the 
prerequisites for health included basic rights: peace, shelter, education, food, income, 
a stable eco-system, sustainable resources and social justice and equity.  It continued 
by stressing the importance of advocating for health, enabling people to achieve their 
full potential and mediating between different interests in society for the pursuit of 
health. And it concluded by defining five areas fundamental to “health promotion 
action”: building healthy public policy; creating supportive environments; 
strengthening community action; developing personal skills and reorienting health 
services beyond clinical and curative services to a more collaborative, culturally 
sensitive, health promoting focus (WHO 1986). 
Health promotion was defined by the WHO as “the process of enabling people to 
increase control over, and improve their health” with the focus of ‘enable’ being 
broad: 
Health promotion focuses on achieving equity in health. Health 
promotion action aims at reducing differences in current health status 
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 and ensuring equal opportunities and resources to enable all people 
to achieve their fullest health potential. This includes a secure 
foundation in a supportive environment, access to information, life 
skills and opportunities for making healthy choices. People cannot 
achieve their fullest health potential unless they are able to take 
control of those things which determine their health… (WHO 1986: 1-
2). 
‘Having opportunities’ and ‘having control’ are important components of health 
promotion and doing something to change the situation for those who do not have 
these, is one of its major challenges. 
Suggested health promotion principles included empowerment, participation, holism, 
intersectoral involvement, equity and social justice, sustainability and multi-strategy 
programs (Aspen Reference Group 1996). Health promotion strategies could include 
capacity building, community development, economic, regulatory and policy 
initiative, health information, health education, counselling and skills development, 
screening, individual risk assessment and immunisation, and social marketing (ACT 
Health 2002) or returning to the Ottawa Charter, building healthy public policy, 
creating supportive environments, strengthening community action, developing 
personal skills and reorienting health services (WHO 1986). Finally, since behaviour 
change occurs at the level of the individual when determinants are ones over which 
he or she can exert some control, and otherwise requires community decisions and 
actions when they are outside such control  (Green and Kreuter 1999: 14), the range 
of theories that focus on how individuals, communities and even organisations 
change, comes into play when developing health promotion programs (Nutbeam and 
Harris 1998). These principles, strategies and theories of change are mentioned only 
to highlight the complexity of health promotion. 
The Ottawa Charter, the statements from the following international health 
promotion conferences and the return visit to Alma-Ata (now known as Almaty) 20 
years on, continued to emphasise similar themes (WHO 2005; Baum 1998a). The 
first focused on inequity and the need to address this, requiring governments to 
allocate resources in the spirit of sustainable development, and implement good 
public health policies. The second theme relates to the first, but focused on the 
determinants of health, recognising they are broad and involve social, economic and 
political factors.  Health was more than the concern of the health system so there 
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 needed to be whole-of-government strategies, working intersectorally and with the 
private sector, and with emphasis on cooperation, collaboration and partnerships. 
A third focus was on the individual and the community. People must be able to 
participate in decision-making and the programs that affect them; capacity building 
(skills development) of individuals and communities was core PHC business; and as 
each individual and community had a physical, social, spiritual, economic and 
political life, programs should consider all these areas and ensure that supportive 
environments were considered in all programs. 
The final focus, centred on health promotion and education itself, emphasised that it 
had the potential to make a difference but that it needed to be done well. 
Furthermore, like health services themselves, comprehensive strategies were more 
effective than single focus approaches. The 2000 conference (in Mexico) called for 
governments and health professionals to strengthen the evidence base for health 
promotion – to foster the skills for developing better programs and importantly, to 
evaluate these programs, an area that had been sadly lacking in the past (McQueen 
2000). This was not a new theme as Nutbeam had highlighted it five years earlier, yet 
it was still relevant: 
All too frequently, health promotion programs have been established 
on the basis of limited research, and implemented with little or no 
evaluation.  As a consequence, many programs have been established 
with poorly conceived and unrealistic objectives, and with no effective 
mechanism for management, quality control or monitoring.  Such 
programs are often doomed to failure, and even where ‘successful’, 
have not been capable of yielding supportive evidence to ensure their 
continued existence  (Nutbeam in Hawe et al 1990: Forward). 
 
3.5   PRIMARY HEALTH CARE AND COMMUNITY DEVELOPMENT 
The WHO 1975 statement on a PHC approach concluded that it needed to include  
“preventive, promotive, curative and rehabilitative health measures and community 
development activities”  (WHO 1975). 
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 Community development is both an old and a new response to the problems and 
issues facing the contemporary world.  Like PHC, it can be identified in a number of 
ways: as a profession in itself; as an important component of all human service work; 
as an approach in social and economic development; as a philosophy; and as a 
political activity (Kenny 1999: 31-33).  Definitions of community development most 
frequently describe a process and reflect on its complexity, yet the goal is 
straightforward: “achieving lasting change in relation to issues that affect people’s 
health and lives” (Auer et al 1993: 163). However, since the “issues that affect 
people’s health and lives” are deeply rooted in the social, political and economic 
frameworks of communities, community development has never been 
straightforward and all descriptions emphasise the community taking control and 
action to address inequity (Hawe et al 1990: 203; Auer et al 1993: 163; Ife 2002; 
WHO 2003c).  
Ife provides an extensive description of community development principles (see 
Table 3.1), which act as both a guide and checklist to working with people, and as 
signposts to where this process has been done poorly in the past. Each is worth 
considering in detail but the main concern here is two-fold and focuses on health 
staff working in communities. The first is that the role of the service provider is 
supportive. This is embedded in Ife’s principles of need definition, valuing 
everything local and promoting anti-colonialist practice and is emphasised by Auer et 
al thus:  
The service provider’s role is to work with people in non-controlling ways on 
issues, goals and activities defined by community, not the service provider 
(Auer et al 1993: 163) 
The second is linked to issues of participation and what this really means. Ife talks of 
the importance of consensus, inclusiveness, cooperation, the importance of 
everything local, empowerment and community building. Inherent in these are a 
number of related issues: a community is made up of individuals and groups whose 
voices may not be equally heard but should be; individuals have choices about how 
they participate; individuals have different needs when it comes to skills 
development so community capacity building is not ‘one size fits all’; and 
community decision-making takes time. 
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 Community development principles impact on PHC in two major. Firstly, what is the 
role of health professionals and the health service, when both PHC and health 
promotion cite community development as ‘core business’ and it is about: 
• improving equity and social justice;  
• targeting structural disadvantage and overcoming social exclusion;   
• involving the community in decision-making and problem-solving in order to        
bring positive change based on its priorities; and 
• empowering and enabling the community to take control of and improve its 
social and physical environment? 
Secondly, if disadvantaged community members can only ultimately control their 
lives when the systematic inequalities that exist in social systems above the level of 
the community are eliminated, how does this effect PHC practice? 
Table 3.1  Ife’s community development principles 
Ecological principles 
Holism 
Sustainability 
Diversity 
Organic development 
Balanced development 
Social justice principles 
Addressing structural disadvantage 
Empowerment 
Need definition 
Human rights 
Valuing the local 
Valuing local knowledge 
Valuing local culture 
Valuing local resources 
Valuing local skills 
Valuing local processes 
 
Process principles 
Immediate goals and ultimate visions 
The integrity of the process 
Consciousness raising 
Participation 
Cooperation and consensus 
Pace of development 
Peace and non-violence 
Inclusiveness 
Community building 
Global and local principles 
Linking the global and the local 
Anti-colonialist practice 
Source: Ife 2002: 201-255 
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 3.6  PRIMARY HEALTH CARE, PUBLIC HEALTH AND PREVENTION 
In the UK, good PHC practice at the community level has three core components: 
first contact care with acute assessment, diagnosis, care, treatment and referral; 
chronic disease management, continuing care and rehabilitation; and public health, 
which includes health protection and promotion programs that improve health and 
reduce inequalities (DOH-UK 2002). Keleher  (2001) describes PHC as 
incorporating personal care with health promotion, the prevention of illness and 
community development. Baum describes the main public health roles that PHC 
providers carry out as screening, individual and group health education, community 
development, advocacy and involvement in public health planning (Baum 2002: 52). 
These are just some examples of the blurring of borders between the separate 
‘frameworks’ of PHC, community development, public health and health promotion, 
because, what is fundamental to each is population health and addressing factors that 
impact on it. And since it is the disadvantaged, lacking power, opportunity and 
choice, who have the poorer health outcomes, then addressing the social 
determinants of injustice and inequity are going to be common to all. So much so 
that since the “first international conference on health promotion: the move towards 
“a new public health”, on the front page of the Ottawa Charter (WHO 1986), a New 
Public Health  (Baum 1998b) has been articulated that encompasses aspects of all 
these frameworks. 
Public health definitions and activities change with changing technology and social 
values (Baum 2002: 530; Awofeso 2004). As a social institution, a discipline and a 
practice (Last 2001: 145) or as an art and a science (NPHP 2000) public health seeks 
to maintain and improve health and well-being through approaches which focus on 
whole populations or subgroups rather than individuals, although individuals are also 
included in activities.  This is illustrated by Australia’s core public health functions, 
which are wide-ranging and encapsulate many PHC, health promotion and 
community development principles and elements (see Appendix 3.1). The emphasis 
is on hazard reduction and disease prevention, which is achieved through cooperative 
actions across sectors with community participation (NPHP 2000; Last 2007: 306).  
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 Within health, the interpretation of disease prevention is broad, but usually focused 
on individuals and sub-populations exhibiting identifiable risk factors associated with 
different risk behaviours, as reflected in Last’s definition: “actions aimed at 
eradicating, eliminating or minimizing the impact of disease and disability, or if none 
of these is feasible, retarding the progress of disease and disability” (Last 2001: 141).  
Primary prevention aims to limit the incidence of disease by controlling causes and 
risk factors and involves two often complementary, strategies, reflecting two views 
of aetiology. It can focus on the whole population with the aim of reducing average 
risk (a population strategy) or on people at high risk as a result of specific exposure 
(high-risk individual strategy).   In general terms, activities around population 
prevention strategies take place at levels above an individual health practitioner 
(policy and health promotion activities), and activities around high-risk individual 
prevention strategies take place between an individual and a health practitioner. The 
health practitioner is also involved in secondary prevention, which aims to reduce the 
prevalence of disease by shortening its duration through early diagnosis and 
treatment and tertiary prevention, to reduce the impact of complications.  
Prevention should be ‘core business’ for health practitioners and incorporated into their 
interactions with clients, but has not always been so. Both Last (1963) and Tudor Hart 
(1981) urged GPs to adopt a different mindset. Last wanted GPs to consider the 
“iceberg” in primary care: that those attending were only the tip of the iceberg, and that 
there was a “considerable amount of undetected disease, some … serious and some 
controllable”, which “might be found fairly easily without adding greatly to the burden 
of the day’s work” (Last 1963: 922). Thus with a mindset of  “at risk” and early 
detection, primary care providers could begin to make a difference.  An important 
issue was the extent of missed mental ill health. Tudor Hart wanted GPs to move from 
their traditional role as “shopkeepers passively responding to sick customers, to 
become active guardians” of the health of the population in their care with preventive 
and educational work part of every patient interaction (Hart 1981: 881). 
As well as prevention being a mindset, there is a significant difference between 
population and individual approaches. In 1985 Rose highlighted what he later called 
‘the prevention paradox’, the difference between “sick individuals and sick 
populations”, and how public health measures could improve population health yet 
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 have little or no effect on an individual’s health (Rose 1985 and 1992; Last 2007: 
301). 
In recent years Australia has seen an increasing focus on prevention. The Royal 
Australian College of General Practitioners (RACGP 2005 and 2006) have provided 
GPs with resources to focus prevention activities “over the lifecycle” in their day-to-
day practice, as has the National Aboriginal Community Controlled Health 
Organisation (NACCHO) with a specific focus on Indigenous health (2005). The first 
of NSW Health’s 2025 goals (NSW Health 2007) is “make prevention everybody’s 
business”, recognising that putting prevention into practice is difficult but ways need to 
be found to increase investments for improving health and preventing disease.  The 
National Public Health Partnerships Language of Prevention (NPHP 2006) focuses on 
understanding current ‘prevention’ terminology – primary, secondary and tertiary - and 
the need, where possible, to focus on the determinants of preventable health problems.  
It is the upstream determinants of preventable health problems that influenced 
Strasser to define a fourth level of prevention in its own right, which also focuses 
above the level of the individual health practitioner.  Strasser introduced the concept 
of primordial prevention in 1978, when he suggested that the prevention of 
cardiovascular diseases should go beyond programs encapsulating primary 
prevention and risk factors in populations, to preventing the appearance of the risk 
factors in the population in the first place (he was specifically targeting the sale of 
tobacco in developing countries - Strasser 1978). In recent years there has been 
growing recognition that it was important to deal with underlying conditions, and if 
socioeconomic factors are intimately involved in the genesis, progression, treatment 
and outcomes of most diseases then it is these, “upstream conditions” that need to be 
addressed.  This requires significant policy changes (Last 2001: 141; Kaplan and 
Lynch 1999; Labarthe 1999). 
Yet there is a difference between policy and political will. In some areas effective 
policy is not politically popular and what is popular is not effective (see Rolles 2007). 
In 2001 Lewis and Leeder issued a challenge to Australia’s politicians.  A 
comprehensive national health policy that “seriously takes into account current 
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 knowledge about the range of health determinants and the causes of health status 
inequalities” still eludes Australia and governments need to:  
“think carefully about the linkages between health policy and social and economic 
policy, about limited resources and unlimited demands, and make rational and 
ethical economic choices, not election-targeted promises that are at best 
questionable” (Lewis and Leeder 2001: 49).  
 
3.7  AUSTRALIAN PRIMARY HEALTH CARE 
Although Australia had PHC activities before 1990, these were, at least for Legge et 
al, significant but challenged. There was no shared consciousness of PHC as a sector; 
it was poorly coordinated with patchy consumer and community involvement; the 
flow between primary, secondary and tertiary sectors was the wrong way; and there 
was a real need to develop styles of practice that balanced immediate and long-term 
priorities  (Legge et al 1992: 5). There was obviously scope for improvement. In fact, 
Legge et al, referring to the practice of PHC at the time, addressed the potential for it 
to make a difference. 
They saw PHC as both an approach and a health systems (policy) model, comprised 
of a set of structures, principles and projections. The principles were “the norms” of 
PHC already articulated but expressed with a slightly different emphasis: 
collaborative networking locally, a partnership relationship with the secondary and 
tertiary sectors, consumer and community involvement, and a balancing of health 
care priorities so that immediate needs are met in ways that contribute to addressing 
longer term and more macro level priorities. The structures included a wide range of 
health practitioners and agencies, Local Government and public health services, as 
well as the consumers and community organisations. The projections were outcomes 
that could be anticipated if the norms of a PHC approach were more widely 
implemented: the enhancement of the health of Australians (Legge et al 1992: 1-2). 
This approach was reflected in one of Australia’s HFA2000 strategies, Goals and 
Targets for Australia’s Health into the Year 2000 and Beyond (Nutbeam et al 1993). 
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 The focus was on the need for equity in health and the complex relationships 
between strategic priorities: preventable mortality and morbidity, lifestyle and health 
risk factors, health literacy and related skills and a healthy environment. Also 
acknowledged were the challenges to the health system, in particular the need for 
setting targets, getting the balance right between targets and resources, and 
developing a culture of change with staff participating in and managing change in 
health services, which included developing better quality, evidence-based care.  
States and Territories and the Commonwealth responded to these in different ways in 
the following decade. 
At the beginning of the 21st century the WHO considers Australia has three main 
sectors currently engaged in delivering PHC services. The main sector is general 
practice, providing fee-for-service primary medical care.  There are the community 
health services, which are geographically-based multidisciplinary health promotion, 
prevention and post-acute care services, and include Aboriginal Community 
Controlled Health Organisations. Thirdly, there are the population health services, 
which are again geographically-based communicable disease control, environmental 
health, disease surveillance and health promotion services. Ten years on from Legge 
et al’s report little had changed: “to date, policies and programmes relating to these 
three sectors have been parallel or even divergent, rather than co-ordinated. This 
divergence is historically-based and stems in part from the different funding 
arrangements” (WHO 2002e: 35-36).  
From Baum’s perspective, Australian policy documents defined four sectors 
providing PHC in Australia and the focus was not just on GPs. These sectors 
included all private fee-for-service health practitioners, public sector agencies, not-
for-profit NGOs (which may receive substantial government funding) and the 
informal sector, which includes voluntary self-help groups and carers (Baum 2002: 
532-533).  This last group is often forgotten or their impact underestimated.  
Importantly though, these policy documents suggested a particular view of PHC:  
“unlike public health and health promotion, PHC is concerned with treatment, cure 
and care of people with illness” (Baum 2002: 533).  This is more in keeping with 
Keleher’s definition of primary care (2001). 
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 As part of the Commonwealth’s current efforts to increase PHC capacity, the 
Primary Health Care Research, Evaluation and Development (PHC RED) Strategy 
began in 2001. This aimed to develop a critical mass of PHC practitioners with 
research skills. The priorities were evidence-based practice; quality of care; models 
of organisation and delivery of PHC; integration and multidisciplinary practice; 
economic issues; health inequalities and determinants of health; and illness 
prevention and health promotion, with particular population groups also identified 
for increased attention – see Table 3.2 (Kalucy et al  2001).   
Table 3.2    Priorities for PHC RED  
People or population groups Priorities for research, evaluation and 
development 
Australians in rural and remote areas 
Aboriginal and Torres Strait Islander 
people 
Vulnerable or ‘hard to reach’ populations, 
particularly people experiencing 
disadvantage due to their health and / or 
socio-economic-cultural factors (e.g. 
people with chronic illness, adolescents, 
homeless people, unemployed people and 
Carers) 
Evidence based practice, including uptake 
Quality of care 
Models of organisation and delivery of 
PHC (current and innovative) 
Integration – including multi-disciplinary 
practice (horizontal and vertical) 
Economic issues, relevant to optimal use of 
resources 
Health inequalities and the determinants of 
health 
Illness prevention and health promotion 
Source: Kalucy et al 2001: 11 
An important component of the PHC RED strategy was the creation of the Australian 
Primary Health Care Research Institute (APHCRI), tasked with improving the 
quality and effectiveness of PHC research, with outcomes that improved both policy 
and practice.  The APHCRI definition of PHC closely reflects the Alma-Ata opening 
paragraph but specifically includes community development. PHC is: 
Socially appropriate, universally accessible, scientifically sound first 
level care provided by a suitably trained workforce supported by 
integrated referral systems and in a way that gives priority to those in 
most need, maximises community and individual self-reliance and 
participation and involves collaboration with other sectors. It includes 
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 the following: health promotion; illness prevention; care of the sick; 
advocacy; and community development (APHCRI 2004). 
One of the priorities for PHC RED is Australians in rural and remote areas. Those in 
regional, rural and remote parts of Australia have similar health priorities to other 
Australians (National Rural Health Policy Forum 1999:8; AIHW 2006b: Section 
2.3). However, there are added dimensions to being rural and remote that creates 
distinct patterns of morbidity and mortality (especially Indigenous Australians who 
have an even poorer health status than their non-Indigenous counterparts), and there 
are barriers to services and service disadvantages (AIHW 2006b: Section 4.8).  If 
rural health is distinctive and inextricably linked to the health of the community 
(Humphreys 1998) then health services need to be different to respond to these 
needs.  The rural health strategy of 1999 (and its 2003 update) was Healthy 
Horizons, a framework for a different way of developing and delivering rural health 
care (National Rural Health Policy Forum 1999; Australian Health Ministers' 
Advisory Council et al 2003). It had a number of principles that included PHC, 
public health, capability of communities, community participation, access, 
sustainability, and added in 2003, partnerships and collaboration, and safety and 
quality. Interestingly, these principles are encapsulated in most other definitions of 
PHC, and their description of PHC was fairly generic:  
Primary health care is focused on keeping healthy people healthy, 
improving the health of the community and responding to individuals 
who need treatment and care. 
But it does continue by describing PHC activities and makes a salient point about 
social action: 
A primary health care approach supports the participation of 
communities in social and political action to address individual and 
local health issues. 
  (National Rural Health Policy Forum 1999: 4.) 
 
The seven goals in Healthy Horizons included Indigenous health, as both a goal in its 
own right and as a priority area. Other priorities included mental health, suicide, 
diabetes, cardiovascular diseases, injury prevention and control, child and youth 
health and the health of older people. Other goals included the need for research and 
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 better information systems, flexible and coordinated services, a skilled and 
responsive workforce and needs-based flexible funding. The final goal was to remind 
people that rural, regional and remote health was an important component of the 
overall Australian health system  (National Rural Health Policy Forum 1999: 4 - 23). 
The emphasis of health care for the future, as proposed in Healthy Horizons, was on 
flexible and coordinated services, with an appropriately trained workforce, delivering 
sustainable and culturally appropriate PHC services with a very strong public health 
focus, to communities who were actively involved in community capacity building 
and determining their health priorities. These encapsulate key themes from the Alma-
Ata Declaration onward. 
Before looking at how one isolated site interprets and practices PHC, two areas that 
warrant further attention because of their importance to current Australian PHC 
programs are quality health care and chronic disease programs.  
 
 
3.8 PHC, QUALITY HEALTH CARE AND CHRONIC DISEASE  
 
3.8.1  Issues of health care quality 
The attributes and dimensions of health care quality are also applicable to PHC (Al-
Assaf and Sheikh 2004:19) and an understanding of the current challenges to health 
care quality assists in understanding challenges to local PHC services. 
The importance of quality health care goes back at least to Hippocrates (born about 
460 B.C.) and his dictate  “primum non nocere”, to “above all, do no harm”. This has 
since been reflected in the words of the Hippocratic Oath, written in the late fourth 
century B.C. (Kerridge et al 2005: 3). The practice of non-maleficence (do no harm), 
and beneficence (do good), are two bioethical principles of current health 
professional practice that continue his edict (Kerridge 2005: 52). The quality of 
health care is certainly multi-faceted, and there is an extensive literature on all 
aspects of quality health care, much of it growing out of Donabedian’s 1988 article 
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 "The Quality of Care:  How can it be assessed?"  in which he posed a number of 
questions. How is health and our responsibility to it defined? What are the activities 
being assessed, how are these supposed to be accomplished and what are they meant 
to accomplish? And what is it costing – should we ignore costs even if gains are 
small or should we be concerned with optimal efficiency?  With these questions he 
also provided details on the different aspects of good health care, encompassing the 
care provided by practitioners, the amenities in which they are provided, how care is 
implemented by the patient and the context of care received by the community, 
which revolves around the degree of access to good quality care (see Figure 3.1). 
Figure 3.1 Donabedian’s features of good health care. 
      
Source: Adapted from Donabedian 1988: 1146 
 
In spite of years of focusing on improving quality  “ all too often, the quality of 
[children's] health care falls short of what it could be” (Dougherty and Simpson 
2004: 185).  All too often, we are presented with evidence that health care fails to 
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 meet expectations.  In January 2008 the NSW coroner noted the death of a young girl 
as being due to  “errors of judgement by doctors and nurses, flawed communications, 
inadequately maintained records and poor management of staff” (Salusinszky 2008), 
which has resulted in a Special Commission of Inquiry into the NSW health care 
system (NSW Health 2008).   The coroner’s comments reflect Toft’s summary of the 
UK incident (see page 2), being not caused by one or even several human errors but 
by a “far more complex amalgam of human, organisational, technical and social 
interactions” (Toft 2001: 40).  
In 1999, the Institute of Medicine (IOM) highlighted a crisis of patient safety in the 
United States in their report To err is human.  They followed this in 2001 with their 
solution Crossing the quality chasm: a new health system for the 21st century (IOM 
2001).  In looking at the divide between what is known to be good health care and 
what people actually received, they suggested the underlying reasons for inadequate 
care were the growing complexity of science and technology, the increase in chronic 
conditions, poorly organised delivery systems and constraints on exploiting the 
information technology revolution.  Crossing the quality chasm articulated six main 
aims of a health-care system: safety, effectiveness, patient-centredness, timeliness, 
efficiency and equity, along with suggestions for how organisations could bring 
about change (described in Appendix 3.2).  The need for change was certainly 
obvious.  Leatherman  and McCarthy's study, based on more than 150 sources 
(2002), detailed shortcomings in care provided in all six dimensions of care, for all 
ages, and in all types of care (preventive, acute, chronic and end-of-life).  Similarly, a 
study by the RAND Corporation of adults in 12 metropolitan areas of the US found 
that only about 55% received “ recommended care” for preventive, acute and chronic 
disease processes indicated for their age and health status (McGlynn et al 2003). 
So what do we expect from health care systems? The 2000 World Health Report 
(WHO 2000a) focused on improving the performance of health systems, noting that 
these should be both good and fair, with ‘good’ being the best attainable level and  
‘fair’ reflecting that there is almost negligible differences among individuals and 
groups using the system. 
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 Responsiveness of the system recognises that the system is there to serve the people 
and involves more than an assessment of people’s satisfaction purely with the care 
they receive.  Responsiveness includes elements of respect for persons (dignity, 
confidentiality and autonomy; and client orientation), prompt attention, quality of 
amenities, access to social support networks (family and friends) and choice of 
provider (reminiscent of Donabedian).  In a good system all of these attributes score 
positively and in a fair system, no section of the community receives different 
treatment.  Importantly, autonomy means that people are free to make choices so that 
even a wholly responsive system will not be utilised by everyone.  
The IOM’s new health system for the 21st century is about transformation or change. 
Their dimensions of care and rules for transformational change  (see Appendix 3.2) 
highlight the different approaches required today, compared to traditional 
approaches, with the emphasis now more towards the client’s needs and 
expectations, rather than focused on the past expectations of the health profession 
(see Table 3.3).   
Table 3.3        IOM 21st century health care rules 
Traditional approach New rule 
Care is based primarily on visits Care is based on continuous healing 
relationships 
Professional autonomy drives variability 
 
Care is customised according to patients’ 
needs and values 
Professionals control care The patient is the source of control 
Information is a record Knowledge is shared and information flows 
freely 
Decision-making is based on training and 
experience 
Decision-making is evidence based 
Do no harm is an individual responsibility Safety is a system property 
Secrecy is necessary Transparency is necessary  
The system reacts to needs Needs are anticipated 
Cost reduction is sought Waste is continuously decreased 
Preference is given to professional roles 
over the system 
Cooperation among clinicians (and 
institutions) is a priority 
Source: IOM 2001:67; New rules are detailed in Appendix 2.1 
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 The challenges faced centre around putting in place better care practices, ensuring a 
skilled and responsive workforce who work in teams providing coordinated care 
across a continuum of time, person and place, making effective use of burgeoning 
information technology, and having better monitoring and evaluation practices (see 
Table 3.4). 
Table 3.4       IOM challenges for changing health care organisations 
Redesign of care processes 
Making effective use of information technology 
Managing clinical knowledge and skills 
Developing effective teams 
Coordinating care across patient conditions, services, and settings over time 
Incorporating performance and outcome measurements for improvement and 
accountability 
Source: IOM 2001:117 
These six challenges are important, but the last is particularly so. Discussing recent 
issues of health sector reform in eastern Europe, one author identifies the low priority 
given to monitoring and evaluation as the potential “Achilles Heal” of that reform 
(Johnston 2002: author’s spelling). In the same vein, the 2002 WHO model for 
chronic care, Innovative Care for Chronic Conditions  (ICCC) emphasises that health 
care systems need to be prepared to adapt to changing situations, new information, 
and unforeseen events:  
… routine surveillance, monitoring, and evaluation are key for 
systems to be able to adapt to changing contexts.  When these 
processes are embedded within a health-care system, it has the 
potential to become a constantly evolving, adapting “ learning 
system” that foresees and responds flexibly to changing health care 
demands (WHO 2002d: 45). 
The NSW Health framework for quality health services (1999) has similar 
dimensions of care to those of the IOM (Table 3.5), although expressed somewhat 
differently. The framework identifies issues that cross all of these dimensions of care 
(Table 3.6), which again are similar to the IOM challenges. What both make clear, 
implicitly in the issues and challenges presented, and explicitly, is that improving 
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 quality of existing health care requires a change of culture within health 
organisations (IOM 2001: Executive summary; NSW Health 1999: 5-6). 
Table 3.5        IOM and NSW Health dimensions of care 
IOM NSW Health  
Safe Safety 
Effective Effectiveness 
Patient-centred Consumer participation  
Timely Appropriateness 
Efficient Efficiency 
Equitable Access 
Source: IOM 2001; NSW Health 1999 
 
 
Table 3.6        NSW Health cross dimensional issues 
Competence of providers of health care 
Information management to support effective decision making 
Continuity of care 
Education and training for quality 
Accreditation 
Source: NSW Health 1999: 23-30 
Yet a consistent theme of health care quality improvement endeavours is that change 
is difficult to achieve.  Quality improvement tends to target health care professionals 
but success in achieving change may be influenced by a range of factors other than 
those relating to individual professionals.  Grol et al point out that  “improving 
patient care is not easy, particularly if an innovation requires complex changes in 
clinical routines, better collaboration among disciplines, changes in patients 
behaviour, or changes in the organization of care” (2007: 93). They argue that those 
wanting better outcomes should use available theories to help develop successful 
interventions (see Table 3.7).  Their article illustrates how appropriate theory 
translated into practical strategies for two quality challenges: hand washing to 
improve infection control (an example of specific professional behaviour) and 
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 improving the management of patients with diabetes (an example of collaborative 
effort).  These theories are listed in Table 3.7 to illustrate that if we want to enhance 
what we do, we need to understand the context and explore it more rigorously. Plsek 
also supports understanding context.  Health care organisations are complex systems 
and quality improvement interventions successful in one setting are not necessarily 
going to be successful in another, even when the same processes are applied.  So 
much so that he suggests “we must also develop a language for describing the nature 
of the context in which it was successful” (Plsek 2003).  
Thus, for both IOM and NSW Health, coordinated care, particularly as a response to 
chronic disease issues, is a particular challenge for ensuring quality care.  
Table 3.7 A plethora of theories  - which one to use? 
Change in health care: process, stages-of-change and impact theories  
Focus on individuals: cognitive, educational and motivational theories 
Social interactions: communication, social learning, social network, team effectiveness, 
professional development and leadership theories 
The organisational context: innovative organisations, Total Quality Management or 
Continuous Quality Improvement, integrated care, complexity theory, organisational 
learning and knowledge management, and organisational culture theories 
The political and economic context: reimbursement and contract theories 
Source: Grol et al 2007 
 
 
3.8.2   Issues for chronic disease programs 
Chronic care programs developed in response to the growing burden of chronic 
illness and the obstacles many face in coping with their condition/s, not least of 
which was a delivery system largely designed for acute illness (Wagner et al 2001a-
b) and sizable proportions of the chronically ill not receiving effective treatment or 
optimal disease control (Wagner et al 2001a-b; Rothman and Wagner 2003). (See 
Wagner et al 1996; The Robert Wood Johnston Foundation 1996;Wagner et al 
2001a-b; WHO 2002d; and NSW Health 2003 for details of these programs).  
One important aspect of these chronic care programs was the body of evidence that 
pointed to the design of the care system, not the specialty of the physician, as the 
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 determinant of quality chronic care (Rothman and Wagner 2003).  Importantly, it 
was the defining features of primary care (continuity, coordination and 
comprehensiveness) that so suited the care of chronic illness.  
Battersby et al’s experience of a South Australian (SA) coordinated care trial, with 
significant chronic disease elements, was that when care is preventive and planned, 
most of the tasks can be carried out by nurses, PHC workers and other allied health 
professionals, reminiscent of Hart’s message a quarter of a century before (Hart 
1981). This releases the GP to concentrate on more demanding tasks and complex 
patients, although still having overall responsibility for the medical care of all 
patients.  The push is to move from reactive to preventive care (Battersby et al 2007). 
Critical to the SA trial's ‘success’ was better targeting of coordinated care across 
services, in particular tthose with prior hospitalisations; utilising behavioural change 
skills; and identifying those able to improve their own self-management. Of 
relevance to this is that many physicians do not feel capable of influencing their 
patient’s lifestyle behaviours and require help in enhancing their skills (Gross et al 
2007).  
The SA trial also provides a precautionary tale, given governments’ penchant for 
making changes or having changes forced upon them. During the trial a change of 
state government led to a loss of momentum for chronic illness health reform and the 
dismantling of the trial management team.  A review instituted by the new 
government identified a need to integrate care for chronic illness, enhance primary 
care networks, and implement self-management programs  - which was just what the 
previous trial had focused on  (Battersby et al 2007: 63).  Although organisations 
need to continually evolve if they are to be successful, Exworthy et al caution on the 
effect of one form of change, that of continual reorganisation, on a workforce. The 
effect on many local practitioners in the United Kingdom, they noted, disrupted and 
undermined what people did and ultimately rewarded few (Exworthy et al 2006: 
100). 
Whether these chronic disease programs function at the micro level (interactions with 
the patient), the meso level (interactions with the community) or macro level (at 
policy level) there are a number of principles that are fundamental to all. These 
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 include evidence-based decision-making and practice, focusing on population health, 
prevention, quality, coordinated care and having information and using it to adapt to 
change (Table 3.8 provides more detail). 
Table 3.8 Principles of chronic disease management 
The use of evidence for all decision-making (policy, service and clinical)  
A focus on the health of the group (population) rather than individual seeking care 
Interactions include prevention because most chronic conditions are preventable 
A focus on quality 
Integration, coordination and continuity across time and health settings, including 
primary health care, specialty care and inpatient care and between and across levels - 
boundaries between the levels of the system need to be blurred to allow true integration of 
health care organisations and communities, policies, and patients 
Health care systems prepared to adapt to changing situations, new information, and 
unforeseen events:  routine surveillance, monitoring, and evaluation are key for systems 
to be able to adapt to changing contexts.   
Source: WHO 2002d: 45 
 
Some important lessons have been learned from chronic care programs to date. A 
number of authors have commented on the interconnectedness of good chronic 
disease management in general, its effect on illness and aspects of prevention.   Some 
call for a more widespread implementation of a chronic care model, with a particular 
focus on prevention, for it not only gives better control of existing chronic diseases, 
but also reduces a patient's risk of developing chronic diseases in the future (Hung et 
al 2007). Some focus on the chronic disease model and its capacity to improve 
prevention (Glasgow et al 2001), some on how even using only some elements of the 
chronic care model results in higher-quality care  (Nutting et al 2007), while others 
highlight the synergy achievable by tackling risks together. In a brief commentary on 
the World Health Report 2002: reducing risks, promoting healthy life (WHO 2002b) 
Yach, quoting the high numbers of people who smoke, have high blood pressures 
and cholesterol concentrations, continues “the opportunity for prevention for adults 
in many settings has been passed”, and what is needed is a strong commitment to 
“integrated chronic-disease management that emphasises primary and secondary 
prevention”.  The synergy effect works from the level of the individual, managing all 
risks together rather than piecemeal, up to whole of government approaches. Always 
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 the intent is to support people to make healthy choices the easier choices. 
Importantly, he notes that: 
Putting prevention first requires political courage and a long-term 
perspective” (Yach 2002: 1344). 
Finally, some authors note that both chronic disease management and preventive care 
share the need to alter reactive-care-oriented practice to proactive and longitudinal 
care. This means that better care in one domain can also lead to better care in others: 
Tabaei et al (2005) provide the example of women who received good diabetes care 
also tended to receive better women’s preventive care services, as measured by 
mammography and pap smears.   
When there is good disease management, there tends to be fewer visits for acute care, 
and when visits for acute care are numerous the elements of preventive management 
are less likely to occur, leading to less time between visits, which are more likely to 
be for acute events – what Parchman et al (2006) refer to as “the double whammy” 
of poor chronic disease care. In a similar vein, Cohen et al note that illness visits 
provided “conversational moments full of potential for efficient and effective 
preventive care delivery” (Cohen et al 2004: 570). One important preventive strategy 
is the ‘brief intervention’.  A brief intervention is any intervention that involves a 
minimum use of time and intensity to raise a person’s awareness about their risky 
behaviour or the potential for risk. The goal of any brief intervention is to reduce the 
risk of harm that could result from continuation of a risky behaviour. Brief 
interventions are typically short, delivered in a few minutes in one session or over a 
few sessions. They may be  “one-off” events with little or no likelihood of follow-up, 
but even then they encourage the client to think about their behaviour and its 
consequences. More importantly, the client may be receptive to the message and, 
depending on their ‘stage of change’ (Prochaska et al 1992), the health professional 
is able to provide appropriate information, education, advice on options and 
encouragement (Babor and Higgins-Biddle 2001).  
For Cohen et al, though, these “conversational moments” or opportunistic 
approaches were often missed.  For them, it was important that effective strategies 
for developing preventive care during illness visits were in place, particularly for 
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 those who do not routinely visit health professionals.  Nowalk et al (2004) agree. 
Commenting on the suboptimal levels of immunisation in the USA, they note the 
“missed opportunities in diverse primary care setting” to address this, and how 
simple tools (in this instance a health maintenance flow chart in the client’s notes) 
can prompt providers to discuss immunisation – and act on it.   However, making 
prevention a part of quality practice requires commitment, and this does not always 
occur (Solberg et al 1998 and 2000). 
Those with chronic illness, and particularly comorbidities, are more likely to be 
frequent users of health services and be “overserviced but underserved” (Naessens et 
al 2005).   
There are several important aspects to consider of relevance to frequent attenders. 
The first is that there are reasons for being one. Some frequent attenders would 
benefit from a more managed and focused disease management program, while 
others may have underlying issues not addressed by a standard medical approach and 
require some other strategy that needs to be explored with them (Naessens et al 
2005; Hodgson et al 2005).  As well, those with chronic conditions who “choose to 
follow their own path” and either not attend for, or not comply with, medical 
treatment, have reasons for their actions. Greenall  (2006) provides an example of 
some seeking mental health care, who were unable to engage in any self-
management, including attendance, until they had a stable living environment – not 
something easily addressed by health-care providers alone. Jones and Pill (2000), 
discussing the management of asthma and the use of asthma clinics, remind us that 
users not only have to see the benefits of an activity, but understand, and accept, how 
a condition affects them if they are the be encouraged to action. The issue is one of 
health providers being able to recognise when there are other issues impacting on 
their clients.   
A second aspect of relevance to frequent attenders, and those with complex 
problems, is that in the past they have often been forced to navigate a system that is 
not organised around their needs (Anderson and Knickman 2001).  In Pursuing 
Perfection (Institute of Healthcare Improvement 2001) the authors highlight three 
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 areas where an individual with a complex problem encounters difficulties: medical 
records, gatekeeping, and being seen as a whole person rather than a medical case. 
 There are at least two aspects pertaining to medical records. Firstly, when seeing 
numerous health service providers, each of whom keep separate records, an 
individual can be frustrated with “telling their story” each time, and can have 
difficulties remembering what each provider is told and when.  Secondly, poor 
record keeping has been a constant quality issue for health services.  Systems to 
overcome these problems are urgently needed. 
The concept of the provider as gatekeeper is important in the client-provider 
relationship.  Gatekeepers, in any system, play a number of roles.  They authenticate, 
authorise, direct, control and determine routes taken by individuals or information 
according to responses provided, thus performing essential control, administrative, 
and managerial functions.  In the pre-paid managed care programs popular in the 
USA, and in the National Health Service in Great Britain and other European 
countries where patients are enrolled with a GP, the primary care physician acts as a 
gatekeeper to control costs (particularly for the organisation) and coordinate health 
care services for members.  Primary care providers focus on the health of the whole 
person rather than a single system of the body, emphasise the importance of 
prevention and encourage age-appropriate health screening.  When a suspected 
problem does exist, the primary care provider makes the initial diagnosis, advises on 
further treatment and makes necessary referrals.  This primary care coordinating role 
can be satisfying for both parties and help in establishing long-term relationships, 
and can limit unnecessary utilisation of services thus containing costs, with referrals 
to specialty care not occurring without pre-authorisation.  However, unintentionally 
and intentionally, the gatekeeper (as an individual or a system) can keep the gate 
firmly locked.  Whether creating problems for those forced into health care systems 
without pre-authorisation (more of an issue in the USA) or by having systems in 
place that are not consumer friendly the provider needs to be aware of the potential 
strengths and challenges of gatekeeping – keeping frustrations, delays, barriers and 
hazards to the client minimised  (see Ellsbury 1986; Himmel et al 2000; Shi et al 
2003; and Malcomson 2004).   
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 An important trend to develop from the focus of seeing the individual as a whole 
person and not just a case has been the emphasis on the user’s views and perspectives 
on health care. This is more than the ‘dimensions of care that patients value’ (now 
referred to as the ‘principles of patient-centered care’ - Picker Institute 2007) or the 
‘satisfactions with care received’ that is the basis for many user satisfaction surveys, 
important though these are.  The value of user’s views being integrated into service 
planning and delivery is increasingly recognised.  Their voice provides insights into 
the real issues they face, which allows both user and health provider to benefit from 
the shared experience (see Jones and Pill 2000; Institute of Healthcare Improvement 
2001; Hibbard 2003; and Martin and O’Reilly 2007). 
A third important aspect of frequent attenders focuses on dominant-dependent 
relationships, which may or may not be an underlying issue for them. The 
dominance-dependence relationship of medical care in the past, where medical 
professionals were deferred to, their treatments unquestioned and where the recipient 
was passive and obedient, is no longer acceptable practice.  There is an expectation 
that those seeking the services of health professionals can not only expect a certain 
type of engagement with the provider/service, but that they also have obligations 
linked to that encounter (see 10 tips for safer health care - Australian Council for 
Safety and Quality in Healthcare 2003).  There needs to be a move towards accepting 
personal responsibility for better health behaviour and practices on the part of the 
individual, at the same time recognising that social and economic obstacles can limit 
the health choices of many.  Health provision is both a personal and a social 
responsibility, and where the ‘sick’ person is overly dependent on the system, care is 
required in negotiating a change from that status quo to a more participatory style.  
Having said this, some qualification is necessary.  Health problems and how they 
play out are overwhelmingly multi-causal and complex, involving as they do the 
individual, the family, the community and the service provider.  The value of 
sickness, labelling, stigma, shame, positive and negative reinforcements, enmeshed 
with cultural considerations, are just some of the issues linked to sick role 
perceptions, and are played out when health provider, patient and their family 
interact. The literature on this is extensive and these areas are not explored here, 
although they are important and will play a role, to some extent, in all interactions 
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 (see Sigerist (1960) and Waxler (1980) for two historical explorations of this subject, 
and Kleinman (1980) for stressing the importance of interpreting all responses within 
the proper cultural context).  The increasing emphasis on participating more in the 
decisions relating to one’s health care, on increasing self-management, on becoming 
an expert patient, places a range of responsibilities on client and provider and both 
client and provider may need help in ‘negotiating a change’ when these other issues 
underpin the interaction.   
The ‘new era’ of self-management (Frendin 2003) is a core component of chronic 
care programs (see Lorig et al 2001: Barlow et al 2002; Walker et al 2003; Weeks et 
al 2003; Corben and Rosen 2005).  In the UK, the range of self-management skills 
required by those with a chronic condition to become an ‘expert patient’ include:  
recognising and acting on symptoms, learning techniques to reduce stress, using 
medication correctly, getting the most out of health services by using them as 
effectively as possible, managing the distress and depression that can come with a 
chronic illness, taking adequate physical exercise, managing relationships with 
professionals and family, maintaining a healthy diet and using community resources 
(Department of Health – UK 2001; King’s Fund 2005). Implicit in this is the need for 
skills development with education playing a fundamental role. 
The WHO chronic care model (2002d) acknowledges the importance of 
‘empowering’ patients to engage in their own management and to acknowledge that 
what they do daily influences their health more than medical interventions. Health 
education is an enabler, but there are some matters that need to be considered. In a 
multi-cultural world there are issues of the cultural relevance of materials used to 
support education, both specifically for self-management sessions and for health 
information more broadly (Ah Kit et al 2003; Hussein and Partridge 2002; Heil 
2006).   In Australia, the implication for prevention and treatment for Indigenous 
people is, according to Heil (2006), that it is the health of the social person, or their 
relationships with others, that is of greater value than the biophysical needs of the 
sick body (the patient as an individual).  This will impact not only on seeking health 
care, expectations of treatment, and compliance with treatment when unwell, but also 
on engagement in health promoting and disease preventing activities. This can 
impact on many areas of self-management. 
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 For everyone, the level of health literacy, defined by Nutbeam (2000) as  “the 
personal, cognitive and social skills which determine the ability of individuals to gain 
access to understanding and use information to promote and maintain good health,” 
is important. Health literacy affects the efficiency of health communication, and 
health communication is most effective when it is tailored to match an individual’s 
literacy level, when the messages are sensitive to and relevant to consumer needs 
(Schillinger et al 2002; Brixner and Brandes 2004; Bosworth 2005; and Shaw 2005). 
Of concern is that patients with limited and marginal health literacy are routinely 
encountered in health service settings, so much so that for Wallace (2006) literacy 
should be a key research variable for any primary care research. Less well recognised 
is that health care providers may not have the training in communication skills 
necessary to ensure their clients genuinely understand.  
Good chronic disease programs have a number of attributes (listed in Table 3.9) and 
these are reflected in Australia’s latest National Chronic Disease Strategy (National 
Health Priority Action Council 2006), although with Indigenous people and other 
under-serviced population groups specifically identified for special attention.  I have 
focused particularly on the interconnectedness of quality, self-management, client-
centredness, prevention and the ability to adapt to change in this section.  Attributes 
not covered are discussed in the context of the study findings in the last chapter 
(Chapter 8). 
Table 3.9  The attributes of good chronic disease programs 
Patient centred with individual care planning and patient self-management 
Community centred in that it informs the community of lifestyle changes   
Evidence based in its decision-making - using standard protocols 
Quality focused 
Integrated and collaborative, with a team approach, which is multidisciplinary and multi 
organisational 
Population focused with recall and reminder systems 
Prevention focused with education included in care plans and the screening of well 
populations   
Flexibility and adaptability are built into them 
Source: WHO 2002d: 45 
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 3.9 THE FAR WEST AREA HEALTH SERVICE MODEL OF PRIMARY 
HEALTH CARE 
PHC and Indigenous health were top priorities identified by regional staff at the first 
workshop (in 1995) of the Far West Health Service (FWHS).  In 1996, as the FWHS 
was expanded to become the Far West Area Health Service, a PHC model of service 
delivery was adopted and the principles underpinning the model and programs were 
developed over the first years and articulated in 1999 (FWAHS 1999). These 
included PHC principles of access, cultural appropriateness, community 
involvement, intersectoral cooperation, and a focus on prevention, as well as those 
that focused on quality of care – including consumer responsiveness and continuity 
of care. There was emphasis on programs for those with poorer health outcomes, 
especially Indigenous citizens.  There were also principles around how staff were 
valued and worked together, including multidisciplinary teamwork, valuing staff and 
participative decision-making. Finally, there were principles that focused on effective 
outcomes, including planning and evaluation, adapting to changing community 
needs, maintaining evidence-based practice and financial accountability. These 
principles, listed in Table 3.10 and provided in greater detail in Appendix 3.3, are 
those that should be reflected in Menindee’s health service, for although it became 
part of Greater Western Area Health Service in early 2006, it is also part of the 
Remote Cluster, which continues the PHC ideals of the former FWAHS.  
Distances between many far west communities are considerable and the PHC model 
for the FWAHS (Figure 3.2) was often referred to as a ‘hub and spoke’ system, with 
services focused in towns with larger populations (Broken Hill, Bourke, Walgett and 
Dareton – the hubs) and providing outreach support to those in smaller population 
centres – the spokes.  The local PHC staff of these smaller communities, such as 
Menindee, include GPs (some of whom travelled in regularly via the RFDS), RNs 
and Indigenous PHC workers (PHCWs).  Regional specialists  - RNs, Counsellors 
and some Allied Health staff provide a range of services and support for local staff, 
depending on distance to, and size of a community and staffing in the regional 
centre. Program coordinators, Allied Health professionals and Medical specialists, 
who often visit from larger population centres, provide added support and expertise 
at the Area level.   
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 Table 3.10  FWAHS Primary Health Care principles 
Equity in health 
Equity of access  
Cultural appropriateness  
Community involvement 
Consumer responsiveness 
Continuity of care  
Multidisciplinary teamwork  
Intersectoral collaboration  
Program planning and evaluation  
Transparent priority setting and resource allocation  
Ongoing development of services  
Research based action  
Valuing staff/participative decision-making  
Focus on prevention  
  Source: Hardwick 2002: 8-9 
 
 
Figure 3.2 The FWAHS Primary Health Care model 
 
Source: Hardwick 2002: 7.  AHWs = Aboriginal Health Workers, who would in later 
years be called PHCWs (Primary Health Care Workers) 
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 RNs and Indigenous PHCWs who had to staff both hospital and PHC programs in 
communities with hospital beds and 24-hour acute services often experienced 
conflict when acute services always took priority.  In communities such as 
Menindee, without hospital beds, RNs also provided 24-hour acute service cover, but 
this was less likely to impact on community PHC activities.  
 
3.10  SUMMARY: PHC 25 YEARS ON 
Despite a quarter of a century of experiences with and debate about PHC, the WHO 
states that still  “no uniform, universally applicable definition of primary health care 
exists”, with high-income and middle-income countries understanding it primarily as 
the first level of care, and low-income countries with significant challenges in 
providing access to health care, seeing it more as a system-wide strategy.  For the 
WHO it is more useful to understand PHC as being about core principles and 
variable activities. The most significant principles remain valid and include equity, 
universal access, community participation and intersectoral approaches. They do 
however, need to be reinterpreted in the light of  “the dramatic changes in the health 
field during the last 25 years: the global health workforce crisis; inadequate health 
information; lack of financial resources; and the stewardship challenge of 
implementing pro-equity health policies in a pluralistic world” (WHO 2003a: 107; 
103); although to me these are the issues that have been constants throughout this 
period. 
The 2003 World Health Report Shaping the Future (WHO 2003a) reaffirmed to 
countries the imperativeness of PHC with its broad population health perspective, as 
both a discrete level of care and as part of an overall system. It stressed ‘principled 
integrated care’, which built on the Alma-Ata principles, focused on the vulnerable 
as well as broader population health, and emphasised a continuum of care that was 
continuously evaluated and improved – see Table 3.11. The 2008 World Health 
Report Primary Health Care – Now More Than Ever (WHO 2008) continues this 
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 theme, seen as being even more important as countries and communities face 
increasing social stress and health systems under-perform. 
Table 3.11  WHO’s principled integrated primary health care 
Builds on the Alma-Ata principles of equity, universal access, community 
participation, and intersectoral approaches 
Takes account of broader population health issues, reflecting and 
reinforcing public health functions 
Creates the conditions for effective provision of services to poor and 
excluded group 
Organizes integrated and seamless care, linking prevention, acute care 
and chronic care across all components of the health system 
Continuously evaluates and strives to improve performance 
Source: WHO 2003a: 108 
 
Table 3.12  A PHC matrix 
The essence of PHC A philosophy A set of 
principles 
A set of elements 
3 approaches to 
PHC 
As an extension 
of health services 
As community-
based health care 
As popular action for 
social change 
3 interpretations of 
PHC 
As a level of care As a set of 
activities 
As a social movement 
A whole system 
model of PHC 
 
With a broad 
range of 
structures 
 
With a set of 
defining 
principles 
With outcomes that are 
both short-term and 
long-term and focus on 
community, institutions 
and health professionals 
3 other views of 
PHC 
As rhetoric 
 
As reality       
(the practice) 
As a promise          
(the potential) 
 
From its beginning, the essentials of PHC have been variously conceived and 
differently played out, country by country, and influenced by political, social and 
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 economic agendas, internal as well as external.  Table 3.12 presents a simplified 
view of a range of interpretations.  Some represented a whole of health system 
overarching view; some saw PHC as an extension of health services with health 
professionals in control and a more ‘top-down’ approach; and others saw it as more 
of a ‘bottom-up approach’ with very clear activities at the community level. Some 
stressed the importance of communities controlling their own health and even 
confronting social injustices that impacted on them and for some it was about 
confronting injustices above the level of the community – nationally and 
internationally. And finally there was PHC as rhetoric, the reality of its day-to-day 
expression, and the potential or promise of PHC if the principles that focus on 
addressing social inequities were played out by individuals and a system committed 
to making a difference.   
The reality is that these interpretations are complementary rather than alternatives, 
and the challenge is to combine them in ways that increase people’s capacity to bring 
about choice, change and opportunity.  Three early documents important to 
Australian PHC, in general or with a rural focus - the Ottawa Charter (WHO 1986), 
Goals and Targets for Australia’s Health into the Year 2000 and Beyond (Nutbeam 
et al 1993) and Healthy Horizons (National Rural Health Policy Forum 1999) 
focused on health services and their need to be pro-active in being responsive to 
community needs and rethinking service delivery away from a purely curative focus.  
From the beginning, the fundamental challenge for PHC has been overcoming 
inequity (see Figure 3.3) and a recent job advertisement for a senior medical position 
reflects a growing awareness of PHC’s broader vision: 
Primary health care services based on social justice and a social view 
on health as part of a multidisciplinary team, you’ll promote health 
and well being to …  (PHCS Central Eastern & Western 2006). 
 
If social justice and equity are central to the essence of PHC so too is an 
understanding of the impact of inequity. The next chapter therefore focuses on social 
determinants and inequity across the life course. It also focuses on specific areas that 
provide a challenge for Australia’s current and future PHC programs. Inequity, 
prevention and political will are interconnecting themes – as they are in this chapter. 
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Figure 3.3 The challenges of PHC from the 1970s and into the 21st century 
 
* Primary Health Care Research, Evaluation and Development 
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 Chapter 4 
SOCIAL DETERMINANTS AND THE LIFE COURSE  
People are all alike – it is opportunity that makes them different – Thai Proverb 
 
 
4.1   INTRODUCTION 
There is consistent evidence from the United Kingdom, Canada, Scandinavia, the 
USA, Australia and other countries (references follow in sections 4.2 – 4.4), that 
socioeconomically disadvantaged individuals and groups suffer a heavier burden of 
illness and mortality than those better off. Furthermore, it is these poorer 
socioeconomic circumstances that are the more important determinants of health 
status  - more important than medical care, personal health behaviours (such as 
smoking, overeating and inactivity) and our biological and genetic makeup, although 
at the level of the individual there can be both protective and negative interactions 
between these factors.  Some estimates indicate that in Western countries more than 
75% of the inequalities in health are determined by the social and work environments 
in which individuals live and work (Marmot 1994; Kaplan 1997).  In recent years our 
understanding of the links between early life experiences and personal and health 
behaviours impacting on health and well-being later in life, has grown with our 
understanding of the pervasive effects of poor social and health determinants and the 
need for social justice or equity of these disadvantages are to be redressed. 
 This chapter focuses on social determinants and the life course and the consequences 
of inequity, but from the perspective of rural and remote health services facing 
particular challenges now that need to be responded to if they are going to 
increasingly, ‘make a difference’ in the future.  
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 The chapter begins with an introduction to equity and social justice and considers 
various views on the determinants of health and their importance, and their impact 
through the life course. The life course itself is considered in a particular way; one 
that has specific relevance to rural and remote health services. It begins with the 
importance of a good start to life and then considers the consequences of an ageing 
population. Rather than focusing on the middle years specifically, three areas that 
increasingly bring individuals to the attention of health professionals in this period, 
but show their true impact in later years yet have their roots in earlier years, are 
considered: the obesity epidemic, the diabetes epidemic and chronic diseases. Mental 
health is also highlighted because the needs in this area are significant and often 
underestimated (see again pages 43, 52, 92, 94 and 108-109), and dental issues 
because reports of rural health note the difficulties in delivering these services.  
Finally, specific workforce concerns highlight the chief resource issue that primary 
health care services in remoter areas will face in the future.  
From the needs of the child to workforce constraints – these were the areas 
highlighted in the Introduction of Chapter 1 as of increasing concern to governments 
and their health systems. They are areas that will impact on Menindee, both on the 
population in general and  on those providing its health services. The chapter 
concludes by identifying recurrent themes across the three related chapters of 
inequity, primary health care, and complexity, which have relevance for both PHC in 
Menindee specifically, and PHC more generally. 
4.2  EQUITY AND SOCIAL JUSTICE 
Writing in the 18th century Rousseau described two forms of inequality – physical and 
political: 
I conceive two species of inequality among men; one which I call 
natural or physical inequality, because it is established by nature, and 
consists in the differences of age, health, bodily strength and the 
qualities of the mind, or the soul; the other which may be termed 
moral, or political inequality, because it depends on a kind of 
convention, and is established, or at least authorized, by the common 
consent of mankind (Rousseau 1754). 
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 A little later Mary Wollstonecraft (1790) described the political form of inequality with 
more colour. Protesting against the discrimination women faced in the area of 
property rights, class and the law, she described the resulting inequality facing 
women (with remnants remaining to this day) as the  “pernicious effects which arise 
from the unnatural distinctions established in society”. 
In current usage the words ‘equality’ and ‘equity’, and their derivations, are often used 
interchangeably and synonymously, with some European languages only having one 
word for the two terms so there is no distinction made when translated locally 
(Whitehead and Dahlgren 2006: 14). Both words have their roots in old French words 
(also with Latin and Greek links) with subtle differences: ‘equality’ focusing more on 
being like and equal, and ‘equity’ focusing on being fair, just and reasonable (OED 
2008). ‘Equity’ is the more complex, and is aligned with Rousseau’s second definition, 
being more about social conventions, thus highlighting the need for social justice.   
Today, equality refers more to the equal distribution of some condition or 
characteristic in a population and is a more descriptive term.  Biological factors such as 
age, gender and genetic makeup are not equally distributed in a population and not all 
people choose the same lifestyle. Such factors contribute to health inequalities defined 
as differences in health across individuals in the population (Macinto and Starfield 
2002; WHO 1998; Gakidou et al 2000).    Equity concerns justice and fairness and 
recognising that there are barriers that prevent some people having the same 
opportunities as others and doing something to remove those barriers; it is about 
creating equal opportunities (Auer et al 1993, 168; WHO 1998).  Health inequity 
occurs when social, economic and political influences limit a person’s choices and 
opportunities to control factors that influence their health. Health inequities are not 
inevitable; they are avoidable, unnecessary and unfair (Harris et al 1999).   
While the terms may be used by some synonymously, and it be recognised that the 
world is not fair and that  “solutions to health inequalities lies in eliminating poverty, 
racism, discrimination, and making opportunities in society more accessible to the 
excluded” (Global Equity 2003: 1) perhaps there is value in having an emphasis on 
‘equity’ for it challenges us to focus on structural disadvantages, which are the most 
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 difficult to overcome because they need societal and political will to do so (see 
Stronks 2002; Lynch et al 2004; Baum 2007).  
 
4.3  DETERMINANTS OF HEALTH 
In the 1946 preamble of the constitution of the World Health Organization (WHO 
2002c) nine principles pertaining to health were given, including that it is more than 
the absence of disease or infirmity, although this seems to have been the main focus 
of a definition of health until more recent times.  The other principles included that 
health was a fundamental right; was necessary for development with care taken that 
there was no “unequal development” (inequity in today’s lexicon); individuals and 
the state had responsibilities; and the importance of child development was singled 
out, including the ability to cope with change. These principles remain widely held, 
even as the definition of health has changed  (see Young 1998: 1). 
Understanding of the factors, conditions and interactions that affect people's health 
has continued to grow.  The Ottawa Charter identified “ prerequisites for health”, 
which included peace, shelter, education, food, income, stable ecosystems and 
sustainable resources, as well as social justice and equity (WHO 1986).  The 
determinants of health were conceptualised as those factors that influence health 
positively or negatively. Some focus on the social determinants of health: the social, 
economic and lifestyle related determinants that increase or decrease social inequities 
in health and that can be influenced by political, commercial and individual decisions 
- as opposed to factors such as age, sex and genetic factors, which also influence 
health but are not, on the whole, open to influence by political or other types of 
policy (Dahlgren and Whitehead 2006: 7-8).    Table 4.1 provides examples of 
various categories of health determinants, illustrating their similarities and how the 
various authors stress interactions making a difference. 
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 Table 4.1  Health determinants and their interactions 
Determinants of health  Social determinants of health  
 Income and social status 
 Social support networks 
 Education and literacy 
 Employment/working conditions 
 Social environments 
 Physical environments 
 Personal health practices and coping 
skills 
 Healthy child development 
 Biology and genetic endowment 
 Health services 
 Gender 
 Culture 
(Public Health Agency of Canada 2003) 
• The ‘social gradient’ 
• Stress (anxiety, insecurity, low self-
esteem, lack of control over home or 
work) 
• The effects of early life last a lifetime 
• Social exclusion 
• Stress at work 
• Unemployment and job insecurity 
• Social support 
• Addiction (often a response to social 
breakdown) 
• Food availability and affordability 
• Transport availability 
(Wilkinson and Marmot, Eds. 2003) 
The Ottawa Charter  
 Prerequisites for health include the basics 
of: 
• Peace 
• Shelter 
• Education 
• Food 
• Income 
• A stable eco-system 
• Sustainable resources 
• Social justice and equity   
(WHO 1986) 
Key social determinants of health and 
the interactions among them  
 Income inequality 
 Social inclusion and exclusion 
 Employment and job security 
 Working conditions 
 Contribution of the social economy 
 Early childhood care 
 Education 
 Food security 
 Housing 
(Public Health Agency of Canada 2002) 
Seven main determinants of health differentials 
 Natural, biological variation 
 Health-damaging behaviour if freely chosen, such as participation in certain sports and 
pastimes 
 The transient health advantage of one group over another when that group is first to 
adopt a health-promoting behaviour (as long as other groups have the means to catch 
up fairly soon) 
 Health-damaging behaviour where the degree of choice of lifestyles is severely 
restricted 
 Exposure to unhealthy, stressful living and working conditions 
 Inadequate access to essential health and other public services 
 Natural selection or health-related social mobility involving the tendency for sick 
people to move down the social scale 
(Whitehead 1990: 5) 
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 It is the complex interplay between all the health determinants that must be 
understood if solutions are to be found.  This interplay has been variously described 
as a web of causes or causation (Krieger 1994), as broad causal ‘pathways’ or 
‘chains’ that affect health (AIHW 2006b: 143), and as ‘ layers of influence’ 
(Dahlgren and Whitehead 1991, in Evans et al 2002: 314, refined in Solar and Irwin 
2005:10).   
Adopting images, or ‘modeling health determinants and the pathways to inequity’ 
(Solar and Irwin 2005) can be useful in identifying key points where policies and 
programs can intervene. Figures 4.1- 4.3 provide three examples of varying 
complexity. Rather than emphasising pathways, the Dahlgren and Whitehead model 
(Figure 4.1) emphasises pervasive interactions between different layers or levels of 
causal conditions: individual, to community to society in general.  
 
Figure 4.1  The Dahlgren and Whitehead model of layers of influence  
 
Source:   (Dahlgren and Whitehead 1991, in Solar and Irwin 2005:10 
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 Stronk presents a simplified model (Figure 4.2) for explaining health inequalities, 
without defining entry points for interventions and policies. The model assumes that 
a person’s socioeconomic status (1) affects health (4) through specific risk factors 
associated with economic status (2) and that socioeconomic inequalities can be 
affected by the effect of health on the socioeconomic status (3) as, for example, when 
one’s income drops because of an inability to work as before because of ill-health. 
Figure 4.2  Stronk’s health determinants model  
 
Source:   Stronks 2002:21 
 
The WHO Equity Team social determinants framework  (Figure 4.3) (Solar and 
Irwin 2005) is a synthesis of a number of causal pathways including that people’s 
social position determines their health opportunities (Diderichsen and Hallqvist 
1998); that there is an association between socioeconomic status and a wide range of 
health problems  (Mackenbach 1992; Machenbach and Kunst 1997) and that 
socioeconomic inequalities in health result from multiple and differential exposure to 
risk across the life course (Wilkinson and Marmot 1998 and used as the framework 
for the UK inequity report by Acheson et al 1998; Marmot and Wilkinson 1999; 
Brunner et al 1999; Marmot et al 2001).  
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The WHO model seeks to clarify the mechanisms by which social determinants 
generate health inequities, show how the major determinants relate to each other, 
help to identify which determinants are important to address, and the entry point for 
interventions and policies.  Such a model goes a long way to meeting Halfon and 
Hochstein’s call for an “integrated conceptual model to translate evidence into 
policies, practices, and health systems” (2002: 438). 
There is a common thread to each of these examples, which is political will. 
Dahlgren and Whitehead’s layers of influence model (1991) implies that if the broad 
inequities at societal level are not addressed it will be hard to change community and 
individual determinants. The WHO Equity Team social determinants framework 
identifies the ‘social political context’ as an area requiring policy intervention.  
Stronks is more blunt: 
It is not enough to know that a specific determinant of socioeconomic 
inequalities in health might be effectively addressed by a specific 
intervention.  The political will to implement that intervention is 
obviously a necessary prerequisite for actually reducing inequalities 
in health  (Stronks 2002: 20). 
Political will is important and is a recurring theme in the literature, increasingly so as 
writers note that efforts to reduce health inequalities have frequently failed, that we 
have not learned from the efforts of others and continue to do things in a piecemeal 
fashion (Machenbach and Bakker 2003).  
Much of health promotion’s efforts in recent decades has targeted individual 
behaviour or lifestyle factors, such as smoking, being overweight, drinking alcohol, 
physical inactivity et cetera cited as the major ‘ determinants’ of preventable and 
premature morbidity and mortality.  Implied in this approach is that health 
professionals could make a difference by targeting the individual.  Lantz et al (1998), 
however, show that socioeconomic differences in mortality would persist, even with 
improved health behaviour among the disadvantaged, because of the complexity of 
factors that affect health.  Lynch et al (1997) posed the question “ why do poor 
people behave poorly?” and their study in Finland showed poor adult health 
behaviour and psychosocial characteristics were strongly related to a poor 
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 socioeconomic start in life, low levels of education and blue-collar employment (and 
there was an association between these) so that  “ efforts to reduce socioeconomic 
inequalities in health must recognise that economic policy is public health policy” (p. 
818).   
Both Rose and Marmot remind us that “the primary determinants of disease are 
mainly economic and social, and therefore its remedies must also be economic and 
social” (Rose 1992: 129; Marmot 1998).  Finally, Link and Phelan (1995) stress that 
social factors such as economic status and social support are “ fundamental causes” 
of disease because they affect access to resources. Furthermore, they affect multiple 
disease outcomes through multiple mechanisms and so maintain an association with 
disease even when intervening mechanisms change. This is important because if we 
impose individually based intervention strategies they will be ineffective and we will 
miss the opportunity to adopt broad-based societal interventions likely to produce 
health benefits more broadly. 
Writing in 1994, Marmot was more specific.  While universal access to high-quality 
affordable medical care was a societal goal, it alone would not eliminate social 
inequalities in mortality rates:  “ providing more people with fulfilling jobs, adequate 
compensation and social environments that foster good relationships may be of 
crucial importance in reducing inequalities in health” (Marmot 1994: 213)  
In summary then, the interactions among the social determinants of health suggest 
why some people are healthy and others are not, and some argue that there is a 
distinction between the social determinants of health and the social processes that 
determine the unequal distribution of these determinants (Acheson et al 1998; 
Graham and Kelly 2004; Graham 2004). Therefore, it is important for those involved 
in health policy to be clear about this as they help determine interventions addressing 
the social determinants of health, and such an approach may “veil” the real inequities 
(Regidor 2006) and so be less effective. As Baum recently put it,  “cracking the nut 
of health equity” requires both government and civil society – top down and a 
bottom up pressure – to provide changes that encompass the values of fairness and 
justice and come to grips with issues (the range of choices) that lie inside and outside 
the health sector (Baum 2007). 
 - 113 -  
 Writing in 1897, Durkheim explored that most personal of behaviours, suicide, and 
noted there was a patterned regularity in suicide rates in groups, even as individuals 
came and went within these groups over time.  He suggested there must be 
‘something’ about the groups themselves that caused a higher or lower rate – that 
‘something’ would not explain why only some individuals succumb to the behaviour 
but it would explain the difference in group rates - an early description of inequalities 
in health outcomes that influenced Syme and others such as Marmot to explore 
disease – and health – determinants (Syme 2005; Marmot 2005). It was also an early 
description of a complexity science principle: if  “the suicides committed in a given 
society during a given period of time are taken as a whole,” we find that “ this total is 
not simply a sum of independent units, a collective total, that it is itself a new fact sui 
generis, with its own unity, individuality, and consequently it’s own nature” 
(Durkheim 1951: 46) - it is therefore more than the sum of its parts. Rose put it 
slightly differently; when talking about the differences between ‘sick individuals and 
sick populations’ he noted that “case-centred epidemiology identifies individual 
susceptibility, but may fail to identify the underlying causes of incidence”. He 
continued with the implications of this for health care practice – we may well need to 
focus on prevention for those at high risk, but the “priority for concern should always 
be the discovery and control of the causes of the incidence” – or as he put it at the 
beginning of his article “why did this patient get this disease at this time?” (Rose 
1985). Such an approach would require considering the broad socioeconomic 
determinants of health. 
The story told in Table 4.2, taken from a Canadian publication on determinants of 
health, cogently outlines the complexity of factors impacting on one individual’s 
health. It is provided as a prompt for health workers (and others) to keep asking “but 
why…?”  
PHC workers see the impact of the social determinants of health every day: 
individuals and groups of people who are more susceptible to illness and who 
experience more complications. Increasingly they are aware of the links between 
these people and issues such as low income, job insecurity, food insecurity, poor 
housing and isolation, both social and geographical, but feel powerless to address 
them.  Even when prevention is an important component of their local programs, the 
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 emphasis is often on identifying high-risk individuals and working collaboratively 
with them to adopt a healthier lifestyle (an emphasis on individual responsibility for 
health), and programs lack interventions addressing the structural or social issues of 
inequity, as these often lie outside the realm (and capacity) of health systems to 
address them locally. 
Table 4.2 But why… ? 
Why is Jason in the hospital? 
Because he has a bad infection in his leg. 
But why does he have an infection?   
Because he has a cut on his leg and it got infected. 
But why does he have a cut on his leg? 
Because he was playing in the junkyard next to his apartment 
building and there was some sharp, jagged steel there that he fell on.   
But why was he playing in the junkyard? 
Because his neighbourhood is kind of rundown.  A lot of kids play 
there and there is no one to supervise them. 
But why does he live in that neighbourhood? 
Because his parents can't afford a nicer place to live. 
But why can't his parents afford a nicer place to live? 
Because his dad is unemployed and his mum is sick. 
But why is his dad unemployed? 
Because he doesn't have much education and he can't find a job. 
But why...?    
Source: (Public Health Agency of Canada 2003) 
 
 
4.4  THE LIFE COURSE 
Perhaps the earliest writing on the life course goes back to the fourth century BC, to 
Hippocrates, who encouraged a public health perspective to medical practice.  He 
urged physicians to pay attention to the environmental, social, and behavioural 
context in which illness occurred: by knowing the Airs, waters, and places “peculiar 
to each particular region”, and “ the mode of life of the inhabitants”, including their 
behaviours, the physician would have “ full knowledge of each particular case, will 
succeed best in securing health, and will achieve the greatest triumphs in the practice 
of his art.” (Hippocrates 400 B.C.E.). 
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 The message of both the life course and social determinants approach to health is 
straightforward: societies characterised by patterns of social and economic inequality 
produce inequality in health.  Inequality in health begins during the prenatal period, 
continues through the critical period of early childhood development, and is 
sustained throughout the rest of the life cycle where there is material and 
psychosocial deprivation and disorganisation.  Krieger describes it thus: 
the life course perspective refers to how health status at any given age, for a 
given birth cohort, reflects not only contemporary conditions but embodiment 
of prior living circumstances, in utero onwards” (Krieger 2001: 695; see also 
Krieger and Davey Smith 2004: 94). 
Recognising this means that it is necessary to: 
explicitly investigate the social determinants of population 
distributions of health, disease, and well-being, rather than treating 
such determinants as mere background to biomedical phenomena” 
(Krieger 2001: 693). 
Ben-Shlomo and Kuh (2002) stress the accumulation of risk  (as do Wadsworth 
1997; Naess et al 2004; and Lynch and Davey Smith 2005), linking later life 
outcomes (adult chronic disease) with exposures across the whole life course, 
including both intra and intergenerational periods: 
We have defined a life course approach to chronic disease 
epidemiology as the study of long-term effects on chronic disease risk 
of physical and social exposures during gestation, childhood, 
adolescence, young adulthood and later adult life. It includes studies 
of the biological, behavioural and psychosocial pathways that operate 
across an individual's life course, as well as across generations, to 
influence the development of chronic diseases (Ben-Shlomo and Kuh 
2002: 285). 
Early childhood is particularly important, although researchers have debated how 
early life environments affect adult health including: events in critical periods have 
long-term effects; events in early life set individuals on particular pathways to health 
outcomes; or there are cumulative effects whereby the intensity and duration of 
exposure adversely affects health. The important point is the need for policies with 
substantive actions to ensure children improve their circumstances in early childhood 
(even beginning with women before they become mothers - see Barker 2003), as 
well as policies addressing contemporary circumstances  (Wadsworth 1997; Acheson 
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 et al 1998; Goldman 2001; Hertzman et al 2001; Kuh and Ben-Shlomo 2004; Attree 
2004; and Hallqvist et al 2004).  
Importantly, Ghalobardes et al (2004) remind us that childhood deprivation in 1950 
might not have the same consequences as childhood deprivation in 2000, but if we 
know that early and later life socioeconomic conditions are important for health our 
current policies should be carefully considered - what can we positively affect now 
for the future, and what negative impacts are current policies likely to have ‘down 
the road’. 
Some have chosen to emphasise the psychological aspect of life course events; not 
that they are more important than other areas but more that their influences have not 
been significantly understood in the past.  Goldman (2001) argues that the effect of 
stress on body systems is cumulative, and Taylor and Repetti (1997) discuss the 
multiple pathways by which unhealthy environments (those that threaten safety) 
adversely affect health.  Unhealthy environments undermine the creation of social 
ties, and are conflictual, abusive or violent.  On the other hand, a healthy 
environment provides safety, opportunities for social integration, and the ability to 
predict and/or control aspects of the environment. In the Whitehall II study, Marmot 
and others have demonstrated the need to pay attention to the circumstances in which 
people live and work for  “psychosocial factors link both the workplace and one's 
place in it to the wider social environment and one's place in it” (1997: 908), 
although different mechanisms will affect individuals in different ways. 
Life course epidemiology has, importantly, introduced an array of concepts and 
terms (Kuh et al 2003) to be considered that are linked to ‘pathways’ (such as 
accumulation of risk and chain of risk), ‘timing’ (such as birth cohorts, and critical 
and sensitive periods) and ‘mechanisms’ (such as mediating and modifying factors, 
resilience, susceptibility and vulnerability).  Whilst the list above only includes some 
of the terms, these highlight the need for those involved in population health policy 
and interventions to understand the complexity of interactions impacting on 
individuals, social groups and societies if they are to make a difference. 
At the PHC implementation level the concept of the life course is also relevant. 
Daaleman and Elder (2007) emphasise the importance of health providers (although 
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 they are talking explicitly about family physicians) understanding each patient in the 
context of time, persons and place that makes up that individual’s life course 
(Hippocrates again).  They define five principles of the life course framework that 
requires interdisciplinary understanding and cooperation.  These principles are that 
(1) human development and ageing is a lifelong process that is (2) affected by the 
timing of events in that lifelong process and during which (3) people are free to act 
and make choices (human agency) although opportunities and constraints will vary 
for individuals. This is because their lives are lived in a (4) historical time and place 
and (5) linked to the lives of others around them.  
Within the health provider context there are two advantages to this life course 
approach.  The first is that the health provider considers the opportunities and 
constraints that frame the health care choices that individuals make, both in 
maintaining health and when facing illness.  The second is that the health delivery 
system needs to be longitudinally integrated and linked to other service organisations 
that assist individuals at different stages of their life. 
Health is the extent to which an individual or group is able, on the one hand, to 
realise aspirations and satisfy needs, and, on the other hand, to change and 
cope with the environment.  Health is therefore seen as a resource for everyday 
life, not the objective of living; it is a positive concept emphasising social and 
personal resources as well as physical capacities (cited in Young 1998: 1). 
This is the new definition of health suggested by the European Region Of The World 
Health Organization. At every stage of life, the complex interactions between social 
and economic factors, our environment and our individual behaviour determine 
health. Factors both inside and outside the health care system affect our health.  
The following sections focus on specific stages of the life course or aspects of 
disease that are intimately linked to life course outcomes. 
4.5  THE YOUNG 
Researchers are increasingly highlighting the importance of early development on 
long-term development, health and well-being (Cynader 1994; Barker 2003) and how 
childhood social circumstances have an important influence on disease risk in 
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 adulthood (see Claussen et al 2003 for a recent discussion on cardiovascular disease 
in Norway as just one example).  
In the 2002 Cunningham Lecture, Fiona Stanley presented a clear message about 
children in Australia at the beginning of the 21st century.  Asthma, juvenile diabetes 
and a range of developmental conditions and disabilities may be the usual childhood 
diseases and conditions of concern but the “epidemics of the early 21st century” (in 
contrast to the infectious disease epidemics of the beginning of the 20th century) are 
mental health epidemics  - “suicides, risk taking behaviours, depression and eating 
disorders in our young people” and “violence against and abuse of children” (Stanley 
2003:18). 
Stanley continued that the social and environmental influences of today are more 
powerful in childhood health and disease than are the drugs or medical care facilities 
at our disposal to treat them and that in these times of profound social change we 
need to strengthen prevention and early intervention strategies, rather than waiting 
until the child is on the pathway to ill-health.  She emphasises this again in Children 
of the lucky country? How Australian society has turned its back on children and 
why children matter (Stanley et al 2005): for our children’s sake we must shift from 
a focus on cure to a focus on prevention.   
The cumulative effects of childhood experiences impact on adult health.  The 
Adverse Childhood Experiences (ACE) study in the United States revealed the 
powerful relationship between emotional experiences as children and physical and 
mental health as adults.  Researchers found a “strong graded relationship between the 
breadth of exposure to abuse or household dysfunction during childhood and 
multiple risk factors for several of the leading causes of death in adults” (Felitti et al 
1998; see also Danese et al 2007 for a discussion on childhood maltreatment and 
adult inflammatory disease processes). Categories of abuse and household 
dysfunction during childhood include psychological, physical, or sexual abuse; 
violence against the mother, or living with household members who were substance 
abusers, mentally ill or suicidal, or even imprisoned.  Those behaviours that are 
traditionally viewed as public health problems, for example cigarette smoking, heavy 
alcohol use, overeating, promiscuity, and drug use, may not only be the ways of 
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 coping with damaging experiences much earlier in life but may also reflect the 
effects of adverse experiences on the developing brain chemistry or emotional or 
physical neglect (CDC 2006; the website also details considerable ACE-related 
studies).  
It is interesting to note the antecedents of the ACE study, and I quote Felitti because 
of its relevance to a comment made by a senior health professional during a 
preliminary interview in the lead up to the second phase of this study.  She stated that 
from comments younger girls had made to her she thought that obesity was a choice 
they made; that it was a protective mechanism that would make them “less 
attractive” and protect them from further sexual abuse. 
The Adverse Childhood Experiences Study is an outgrowth of 
observations we made in the mid 1980s in an obesity program that 
had a high dropout rate. The first of many unexpected discoveries was 
that the majority of the dropouts actually were successfully losing 
weight.  Accidentally and to our surprise, we learned from detailed 
life interviews of 286 such individuals that childhood sexual abuse 
was remarkably common and, if present, always anti-dated the onset 
of their obesity.  No one previously had sought this kind of medical 
information from them but many patients spoke of their conscious 
awareness of an association between abuse and obesity.  Some told of 
instances where they had bought up the history of abuse only to have 
the information rejected by a physician as being in the distant past 
and hence of no relevance to current problems.   
 
The counterintuitive aspect was that, for many people, obesity was not 
their problem; it was their protective solution to problems that 
previously had never been acknowledged to anyone” (Felitti 
2002:359). 
The World Health Organization World Health Report for 2005 (Make every mother 
and child count) also focused on children and the need for making a difference to 
their lives.  This was best put in a 1957 WHO publication: 
…it would seem scarcely justifiable to undertake measures to ensure 
that more children will live, unless we make efforts at the same time to 
ensure that their life is worth living  (Winslow 1951: 32). 
The current WHO program on early childhood development – Total Environment 
Assessment Model of Early Childhood Development (TEAM-ECD) – acknowledges 
the complexity of social determinants and describes (and illustrates) them as 
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 intersecting and interdependent “spheres of influence” (Irwin et al 2007: 17), requiring 
local, regional and national governments, with the support of international agencies 
and civil society partners, as key players in developing, promoting and funding a range 
of quality programs and services (p.33) for these not only benefit the individual child 
in ‘the now’ but later, provide them with better educational outcomes and provide 
greater returns to society throughout their life course (see also Marmot et al 2001). 
Investment in early childhood is therefore “a powerful equalizer”. 
The 2006 report on Australia’s health (AIHW 2006b: chapter 5) recognises the 
importance of child health and of the early years in laying a foundation for the future. 
It refers to ‘the new morbidities’ of childhood obesity, behavioural, developmental, 
mental health and social problems, and the need for whole of government initiatives. A 
report the previous year, A Picture of Australia’s Children identifies data gaps in these 
four areas (AIHW 2005a: 94-96). Accurate, timely and relevant information is 
essential to ensure that interventions make a positive difference, and this is especially 
so when they are complex and multi-organisational. 
 
4.6  THE OLD 
At the end of the life course is old age.  Australia, like much of the western world 
faces the challenges (and opportunities if we are optimists) of an increasingly ageing 
society.  In 2004 Scientific American devoted an issue to ageing and included these 
comments: 
 The primary goal of biomedical research and efforts to slow aging 
should not be the mere extension of life.  It should be to prolong the 
duration of healthy life (Olshansky et al 2004). 
 
Will greater longevity mean 30 years of quality old age or a 30-year 
purgatory of pain, disability and isolation? …daily battles threaten to 
wear down our spirit  (Johnson 2004). 
These sentiments reflect those of Winslow, writing almost half a century ago about 
children (page 95): 
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 …it would seem scarcely justifiable to undertake measures to ensure 
that more [ children] will live, unless we make efforts at the same time 
to ensure that their life is worth living  (Winslow 1951: 32). 
Or, as Kingsley Amis put it: 
  No pleasure is worth giving up for the sake of two more years in a 
geriatric home in Weston-super-Mare” (Amis, in Jarski 2004: 151). 
Summary measures of population health are measures that combine information on 
mortality and morbidity, and while life expectancy at birth has been a common 
measure there is increasing concern that health gap measures, those measures that 
include time lived in states worse than ideal health, are important for comparing the 
health of different populations – between countries and within countries (Murray et 
al 2002).   One such health gap measure is healthy life expectancy, measured by 
health-adjusted life expectancy (HALE), which is based on life expectancy at birth 
but includes an adjustment for time spent in poor health, and used by the WHO since 
2000 to compare health for its member states. None of these are perfect measures, as 
Murray et al detail, but they are useful, and as Mathers et al reminds us (2003:11), it 
is the regular review of these measures that is important and investigating differences 
– within and between population groups and across time – when they occur. 
In 2002, Australia, behind Japan and Switzerland, had the third highest life 
expectancy at birth: 83 years for females and 77.9 years for males (ABS 2003a; 
WHO 2003a).  People are not only living longer, but more healthily and while 
Australia ranked fourth in healthy life expectancy (see Table 2.2) for those who 
reached 60 years of age, males had on average 17 years of healthy life remaining and 
females 19 plus years. There are, however, seven to nine years of ‘poorer health’ 
years, based on current projections. Table 4.3 compares Australia and the other six 
countries with life expectancies of around 80 years and above, plus the United 
Kingdom and the Unites States of America.  
There are, unfortunately, differences across different segments of the population, 
with Indigenous Australians having a life expectancy 20 years less than the rest of 
the population - estimated at 59.4 years for males and 64.8 years for females  (ABS 
2006). This 20 years is much greater than the 5 -10 years less life expectancy of 
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 Indigenous (First Nation and Inuit) Canadians compared to Canadians more 
generally (Health Canada 2006).  Across regional Australia life expectancy at birth, 
for the period 1999 to 2001, varied by up to 11 years.  For the Far West Statistical 
Division of New South Wales the life expectancy at birth for males and females was 
3.3 and 3.1 years less than for the capital city, Sydney (ABS 2002a). 
Table 4.3     Life expectancy and healthy life expectancy for selected countries*, for 
those born in 2002 
 
Life expectancy  
at birth (years) 
Healthy life 
expectancy 
(HALE) 
Expectation of lost 
healthy years 
 at birth 
Healthy years 
remaining at  
age 60 
Country Both sexes Males Females Males Females Males Females Males Females 
Japan 81.9 78.4 85.3 72.3 77.7 6.1 7.3 17.5 21.7 
Switzerland 80.6 77.7 83.3 71.1 75.3 6.6 8.1 17.1 20.4 
Sweden 80.4 78.0 83.3 71.9 74.8 6.2 7.9 17.1 19.6 
Australia 80.4 77.9 83.0 70.9 74.3 7.0 8.7 16.9 19.5 
Andorra 80.3 76.8 83.7 69.8 74.6 7.0 9.1 16.6 19.9 
Iceland 80.1 78.4 81.8 72.1 73.6 6.3 8.2 17.5 18.7 
Canada 79.8 77.2 82.3 70.1 74.0 7.1 8.3 16.1 19.3 
          
United Kingdom 78.2 75.8 80.5 69.1 72.1 6.7 8.4 15.7 18.1 
United States of 
America 77.3 74.6 79.8 67.2 71.3 7.4 8.5 15.3 17.9 
* Countries selected are the top seven ranking countries for life expectancy, plus the United Kingdom and the 
United States of America for comparison 
Source: WHO (2003a): Annex Tables 1 and 4 (uncertainty intervals omitted) 
 
At the 2001 census 12.5% of the Australian population was aged 65 and over. It is 
projected that this percentage will rise to 14.3% by 2011 and 18.4% by 2021 (AIHW 
2002: 4). The preliminary 2006 census figures support this, with 13.3% aged 65 and 
above  (ABS 2007). Put simply, just under one in eight Australians are now senior 
citizens, but in little more than a decade it will be nearly one in five.  
The current ‘younger old’ (those aged 65 to 79 years) have different health needs to 
the ‘older old’ (those aged over 80 years) who are now few in number but whose 
numbers will increase when the baby boomer cohort begin reaching 80 years of age 
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 after 2025. It is this age group over 75 years that is particularly prone to dementia 
and cognitive impairment.  
Cognitive impairment and dementia were once thought to be an inevitable outcome 
of ageing but as Gustafson puts it “is Alzheimer's disease the disease of a lifetime 
instead of a disease of late life?” (2006: 718).  There is an increasing body of 
evidence that these conditions are more closely associated with vascular risk factors 
such as type 2 diabetes, hypertension, dietary fat intake, high cholesterol and obesity, 
so that many of the underlying pathological processes may be preventable or 
modifiable through lifestyle changes (see Ferri et al 2005; Kivipelto et al 2005; 
Gustafson 2006).  Active medical management of hypertension and hyperlipidaemia 
may also be required, but many cases of these two conditions are also preventable 
and/or modifiable with active weight management.  
Not all dementia can be prevented but as the above authors emphasise, there is 
currently no curative treatment for dementia-type diseases, so primary prevention is 
important: to reduce the risk of late-life dementia to the individual, to reduce the 
number being cared for in the health system and to decrease the potential number of 
carers who will bear the considerable burden of caring for loved ones so affected 
(Sörensen et al 2006).  
Population ageing brings with it new social, political, and economic demands and 
without proactive steps to promote ‘ageing well’, escalating health costs and social 
support systems will be unsustainable (WHO 2002a; United Nations 2001).  
In Australia the economic implications of an ageing population are considerable and 
will have an impact at the local PHC level.  They include raising the retirement age, 
low dependency ratios, the need to provide for one's own retirement, the cost of aged 
care, and the increased cost of health services to the individual and to the health 
systems, both public and private  (Crowley and Cutbush 2000). The economic 
reports prepared by, and for, the Commonwealth government, all suggest health 
planners and policymakers will face significant challenges managing these issues but 
that the costs or ‘fiscal pressure’, longer term, should be manageable rather than 
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 ‘unsustainable’ (Cooper and Hagan 1999; Crowley and Cutbush 2000; Productivity 
Commission 2004).  
The economic reports acknowledge the need for a healthy ageing population, and one 
of the four national research priorities announced by the Prime Minister in 2002 was 
‘promoting and maintaining good health’.  The three goals for this priority include 1) 
a healthy start to life; 2) ageing well, ageing productively; and 3) preventive health 
care (AIHW 2003).   The concept of ageing well is based on a non-medical approach 
to promoting health and well-being, and has five domains: material security, mental 
efficacy, physical health and functional status, social resources and daily life activity. 
For Hawkins (2005) these are fundamental to increasing length and quality of life 
and they affect each other in complex ways, with emphasis given to the dynamic 
interaction of the individual who is ageing in the “physical, social, economic, 
historical and cultural contexts of their environments” (Hawkins 2005: 1). This is 
really recognition of the importance of the life course and that healthy ageing begins 
at or before conception.  
A working group of the Prime Minister's Science, Engineering and Innovation 
Council (PMSEIC) in their report Promoting Healthy Ageing in Australia (PMSEIC 
2003) acknowledge the body of evidence that physical activity and nutrition over the 
whole of the life course are a major influence on health and functional capacity in 
later years. The difficulty, they acknowledge, is finding the best way to apply the 
evidence. 
One in five senior Australians (aged 55 years or over) is obese. Prevalence is greatest 
in those aged 50 to 59 years (25% of men and 30% of women) and is less common in 
the older age groups (AIHW: Bennett et al 2004).  The 50 to 59 year olds are the 
post-world war two generation; the first of the generations that follow to experience 
changes in eating and activity habits that impact on weight so significantly. As this 
cohort ages further, and the age cohort behind them also with high obesity rates 
become senior Australians, obesity will be an increasing problem in the future if 
rates do not change. 
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 The effects of adverse weight in older age have negative implications for healthy 
ageing as well as increasing the health care costs and aged care service demands for 
this group (Rössner 2001; Inelmen et al 2003; AIHW: Bennett et al 2004). 
 
4.7  THOSE IN-BETWEEN 
Whilst it would make sense to now have a section on the middle of the life course, 
those issues that would receive particular mention, the obesity and inactivity 
epidemic, diabetes, chronic and complex care and mental health, have their roots in 
an individual’s early years so each will be referred to separately and across the life 
course spectrum. 
4.7.1  The obesity epidemic 
The increasing prevalence of obesity worldwide has led the World Health 
Organization to call it a ‘global epidemic’ (WHO 2000b) or more accurately, a 
pandemic (Egger et al 2003). The level of combined overweight and obesity in 
Australian children has doubled over the last 20 years, while the level of obesity 
tripled in all age groups and for both sexes.  In 2004, the proportion of overweight or 
obese children and adolescents aged seven to 16 years was 25%, up from 11% in 
1985. Boys and girls aged nine to 12 years had some of the highest rates - up to 33% 
in some groups, with children from lower socioeconomic areas and those of Middle 
Eastern backgrounds at particular risk (Booth et al 2006: iv).  
Adult obesity rates are also high: obesity prevalence increased from nine to 16% for 
men, and 10 to 17% for women (AIHW: Dixon and Waters 2003). Higher obesity 
rates were also associated with rurality, socioeconomic disadvantage, no post-school 
qualifications, and being Indigenous (AIHW: O’Brien 2005). 
Particularly alarming are the studies in men and women mapping weight gain over 
time, and their projections to the year 2010: 88% of generation X men and 61.4% of 
generation X women would be overweight by this time (Allman-Farinelli et al 
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 2006a-b: 6). These people, aged between 30 and 40 years now, are now the parents 
of young children who are, also, increasingly overweight and obese. 
The impact of obesity on society through increased morbidity, mortality, quality of 
life, and cost of medical care has been well documented. (Dietz 1998; Fontaine and 
Barofsky 2001; Kolotkin et al 2001; Thompson and Wolf 2001; Hu et al 2004; 
Sturm et al 2004; CDC 2005a). The negative effects of obesity and other health risks, 
such as smoking, heavy drinking, and poverty are well documented, but is one more 
risky than the others?  Sturm and Wells (2001; 2002) examined the comparative 
effects of obesity, smoking, heavy drinking and poverty on health conditions and 
health expenditure and concluded that obesity was the most serious problem and that 
it affected more people than the others.  
Weight reduction should be an urgent public health priority. In 2000 “reducing the 
rate of obesity and overweight” became one of 13 priority areas in the New Zealand 
Health Strategy (MOH-NZ 2000). In 2004 the UK Department of Health, with the 
Department of Culture Media and Sport and the Department for Education and 
Skills, identified and set obesity for the first time as one of their specific public 
service agreements. Together, they recognised that “halting the year-on-year rise in 
obesity among children under 11 by 2010”, required a total population approach, a 
“concerted, joined-up effort across government and at local level”  (Department of 
Health UK 2004).  Reporting on progress at the beginning of 2006 the Public Health 
Minister re-iterated: “tackling childhood obesity is a government wide priority” 
(Flint 2006).  At the time of the 2007 Federal elections obesity had yet to become a 
priority in its own right in Australia, although this statement needs qualification. 
Australia’s National Health Priority Areas (NHPA) are updated regularly. Cardio-
vascular health, cancer control, injury prevention and control, mental health and 
diabetes have been NHPAs since 1997; asthma was added in 1999, and arthritis and 
musculoskeletal conditions in 2000.  Certainly excess body weight, poor diet and 
nutrition and physical inactivity are common to the majority of these (see Table 4.4) 
and so strategies to combat them are incorporated into the objectives of the various 
priorities (AIHW 2005c). But New Zealand is also focused on reducing the incidence 
of cancer, diabetes and cardiovascular disease for example, and these are on the short 
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 list of 13 population health objectives, but reducing obesity, as well as increasing 
level of physical fitness and improving nutrition are objectives in their own right 
(MOH-NZ 2000). 
Table 4.4     Common risk factors for the NHPA diseases and conditions 
Risk factor  
NHPA disease or 
condition Tobacco 
smoking 
Physical 
inactivity 
Poor 
diet & 
nutrition 
Excess 
body 
weight 
High 
blood 
pressure 
High blood 
cholesterol 
Type 2 Diabetes  9 9 9   
Asthma 9      
Coronary heart disease 9 9 9 9 9 9 
Stroke 9 9 9 9 9 9 
Lung cancer 9      
Colorectal cancer  9 9 9   
Osteoarthritis  9  9   
Osteoporosis 9 9     
Source: AIHW (2005c) Common risk factors table 
In 2005 Olshansky et al created a debate by suggesting that rising childhood obesity 
rates will cut US life expectancy from birth by two to five years in the coming decade - 
a magnitude of decline last seen in the United States during the Great Depression. The 
editorial preceding Olshansky’s article reminds the reader of the positive influences on 
longevity, and the complexity of factors that affect a population’s rate of death in a 
particular period but it provides a clear warning:  
But let me be clear. The rising prevalence and severity of obesity are 
capable of offsetting the array of positive influences on longevity. 
…The fact that most health-related behaviours have improved while 
obesity has worsened may be an indication of just how daunting the 
prospect of reducing levels of obesity may be  (Preston 2005: 1136-7). 
 
For children and adolescents, being overweight or obese is linked to emotional and 
social problems and in the long-term to serious medical problems, such as type 2 
diabetes, hypertension, hyperlipidaemia and depression  (Koplan et al 2005). It has 
been estimated that children born in the United States in 2000 have a lifetime risk of 
being diagnosed with diabetes at some point in their life of 30% for boys and 40% 
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 for girls if obesity rates level off (Koplan et al 2005:2). The lives of children have 
changed dramatically during the rise of this obesity epidemic and many of the social 
and cultural characteristics that are accepted as a normal way of life collectively 
contribute to the growing levels of obesity. Understanding these contexts and 
particularly the potential for their modification is essential if programs are to be 
successfully developed to impact on what United States policy makers have ranked 
as a critical public health threat (Koplan et al 2005: 1).  Lobstein et al (2004) see it as 
more than a threat, that obesity in children and young people is already a crisis in 
public health. 
In the USA the very high annual health care costs linked to obesity (7% of total 
health care costs) and the seeming ineffectiveness of existing programs to treat it, is 
focusing the USA on the need for prevention: “ perhaps the only solution to the 
obesity epidemic is primary prevention of weight gain beginning in youth” (Daviglus 
2005), and  
prevention programs will stem the obesity epidemic more efficiently 
than weight loss programs.  However, only a few prevention programs 
have been developed or implemented, and the success rates reported 
to date have been low. Obesity prevention programs should be high on 
the scientific and political agenda in both industrialized and 
industrializing countries (Visscher and Seidell 2001:355). 
In their 1997 strategic plan for preventing overweight and obesity (which was 
rescinded in 2006) the National Health and Medical Research Council (NHMRC), 
recognise the difficulties and frequent failures of individual weight loss programs 
and echoes the above: 
…while the treatment of people who are currently overweight and 
obese should continue, we believe that the current trend of increasing 
prevalence of overweight and obesity will be reversed only if urgent 
steps are taken to prevent people becoming overweight and obese 
(NHMRC 1997:3). 
The complexity of childhood and adolescent obesity means that prevention is going 
to be difficult but that programs are imperative (Stouffer and Dorman 1999; Dietz 
and Gortmaker 2001; Müller et al 2001; The National Obesity Taskforce 2003; 
Neovius et al 2004; CDC 2005a; Koplan et al 2005; Sturm 2005). 
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 There has been a groundswell in Australia in recent years focusing on obesity and 
particularly obesity prevention in children and adolescence as reflected in the 
Healthy Weight 2008 strategy (Allman-Farinelli et al 2006a-b; The National Obesity 
Taskforce 2003; Hearn et al 2006). Yet during this time the then Australian Minister 
for Health continued to be seen and heard via the media making comments such as 
regulating food (in context of junk food advertising) is a parental responsibility 
(personal observation; Metherell 2007) and he was against setting a target (a 
timeframe to halve the rate of obesity) because, for him, the target should be “near 
enough to zero” (Metherell 2005). Such comments fail to assist an understanding of 
the complexity of obesity and are unhelpful; even if at the same time government 
funds were being invested in school programs and institutes to research obesity 
(Department of Health and Ageing 2007; The Courier Mail 2007). A more emphatic 
and whole of government strategy by Australia, similar to the United Kingdom, New 
Zealand and the Unites States is called for – and may be forthcoming with the change 
of government. 
 
4.7.2   The diabetes epidemic 
The increasing incidence and prevalence of diabetes, also now being referred to as 
‘an epidemic’ (Zimmet et al 2001; New York Academy of Sciences 2003; 
Steinbrook 2006) is a worldwide problem (WHO 2003b: 1) of which Australia is a 
part (Department of Health and Ageing 2003).  The Centers for Disease Control and 
Prevention (CDC) describes the problem even more graphically – “diabetes: 
disabling, deadly and on the rise” (CDC 2005b).  
In 2001 more than 554,000 Australians had long-term diabetes (ABS 2003b: 3) with 
a similar number unaware that they also had the disease  (Commonwealth 
Department of Health and Aged Care 1999: 4).  The complications of diabetes such 
as heart disease, stroke and kidney disease are common causes of death as well as 
being responsible for many disabilities - eye disease and blindness, kidney disease 
and kidney failure, amputation of legs, feet and toes, heart disease and strokes, 
pregnancy complications and deaths related to influenza and pneumonia. In 2004 
diabetes was the eighth leading cause of death for males and the 11th leading cause 
of death for females (AIHW 2006b: 51), with most of this being due to type 2 
 - 130 -  
 diabetes. In 2003 type 2 diabetes was the third leading cause of burden of disease and 
injury (AIHW 2006b: 133). Not surprisingly then, the costs of diabetes to the 
individual and the health system is considerable (AIHW: Dixon 2005).  And yet 
much of the burden of type 2 diabetes is preventable and significant savings are 
achievable. As Marks et al note, the percentage of diabetes type 2 health costs in 
1993-94 attributable to overweight and obesity was 41%. Reducing the current levels 
of overweight and obesity, and the impact this would have on diabetes, would result 
in considerable savings (Marks et al 2001: 15).  
Whilst the incidence of diabetes-related mortality and morbidity increases with age, 
there are populations at increased risk.  There is in upward gradient in diabetes-
related deaths with increasing socioeconomic disadvantage (AIHW: Dixon and 
Webbie 2005: 7). The incidence of diabetes in Indigenous populations, known to be 
underestimated, is much higher than for the non-indigenous Australian population 
(Couzos and Murray 2003: 350-353); they are four times as likely as other 
Australians to die of diabetes-related causes, and almost 12 times as likely as other 
Australians to have diabetes recorded as the underlying cause of death (AIHW: 
Dixon and Webbie 2005: 8). Finally, diabetes-related deaths were more common in 
remote areas of Australia (p.9). This reflects both the higher proportion of 
Indigenous Australians in remote areas and the lower socioeconomic status of these 
regions. 
The estimated and projected number of Australian adults with diagnosed and 
undiagnosed diabetes has increased each year since 1981, with the numbers almost 
doubling every 30 years (AIHW 1998: 20; WHO 2003b: 7). The age of onset of type 
2 diabetes is likely to fall given the current epidemic of obesity and low physical 
activity in young children and adolescents, that puts them at risk of developing 
diabetes at a relatively early age; in late adolescence for some and early adulthood 
for many. The recent NSW Schools Physical Activity and Nutrition Survey, or 
SPANS, (Booth et al 2006) looked at biomarkers for chronic diseases and found one 
in five year-10 students had high insulin levels and were at risk of diabetes, one in 10 
were at risk of heart disease and some were already showing evidence of early liver 
damage.  At the time this study was underway the New South Wales Department of 
Health issued a media release calling for parents to be alert to signs of type 2 
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 diabetes, which  “is now emerging as a major health problem for the state's children 
and adolescents” (NSW Health 2005c). Dunstan et al (2002) emphasises that almost 
one in four Australians 25 years and over either has diabetes or a condition of 
impaired glucose metabolism (pre-diabetes), which increases their risk for other 
adverse health outcomes such as heart disease and stroke. 
As one of Australia's top seven health priorities diabetes is therefore both a current 
individual and community problem as well as a growing public health problem.  
Undetected or poorly managed diabetes has many ramifications.  Conversely 
prevention, early detection and good management programs offer significant 
benefits. 
 
4.7.3    Chronic and complex care issues 
Chronic conditions affect people of all ages and although older people are more 
likely to have a chronic condition, in the US people over age 65 account for only one 
quarter of those living in the community with such a condition (The Robert Wood 
Johnson Foundation 1996).  
Just a handful of chronic diseases have a large impact on the health and quality of 
life of Australians.  In 2004 ischaemic heart disease was the largest single cause of 
death, disability and poor quality of life, followed by stroke and lung cancer.  
Depression was the fourth leading cause of disease burden and colorectal cancer, 
diabetes, asthma, chronic obstructive pulmonary disease, chronic kidney disease, oral 
disease, arthritis and osteoporosis also share the top 12 places (AIHW 2006b).  As a 
group they are strongly influenced by a limited number of risk factors (see Table 
4.4). Behavioural risk factors include tobacco smoking, insufficient physical activity, 
low fruit and vegetable consumption (and their replacement with high calorie, fatty 
foods) and risky alcohol consumption. Biomedical risk factors (risk factors that can 
be expressed as a body measurement) often have their roots in the behaviours just 
mentioned and include being overweight, having high blood pressure, high blood 
cholesterol or diabetes.   
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 From the 2001 National Health Survey it was estimated that around nine in 10 
Australian adults were ‘living dangerously’ having at least one risk factor, 
predominantly poor diet and physical inactivity; most were likely to have two risk 
factors, regardless of age; and people in the most disadvantaged socioeconomic 
group were more likely to have three or more risk factors (AIHW: O’Brien 2005; 
AIHW 2006a).  Not surprisingly then, adults in the most disadvantaged areas of 
Australia have significantly higher (1.6 to 1.9 times) death rates from cardiovascular 
disease, coronary heart disease and stroke, than adults from the least disadvantaged 
areas (AIHW: Moon and Waters 2006) The importance of these risk factors is that 
they are potentially modifiable at the population and individual level and so offer 
major prospects for both primary and secondary prevention. 
The increasing emphasis on chronic disease and its better management has already 
been discussed in Chapter 3.  Australia’s research priorities also focus on this area, 
although there is beginning to be more emphasis given to prevention strategies. 
These prevention strategies will need to reflect the point that Glover et al (2004) 
make: that a number of the risk factors for chronic disease, in particular smoking, 
alcohol misuse, physical inactivity and excess weight show a striking association 
with socioeconomic status and therefore interventions to address the impact of 
chronic disease need to take into account socioeconomic inequalities. 
A final point to make about chronic diseases is that depression and chronic diseases 
are inextricably linked.  Depressive disorders precipitate chronic disease and chronic 
disease exacerbates symptoms of depression and this complex interrelationship 
between depressive disorders and chronic disease has important implications for both 
chronic disease management and the treatment of depression (Chapman et al 2005; 
Cuijpers et al 2005; Campbell and McGauley 2005). 
 
4.8  A RECURRING THEME - MENTAL HEALTH 
The 2001 World Health Report, mental health: new understanding, new hope (WHO 
2001) focused on the neglected area of mental health and the need for effective 
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 prevention and treatment. It noted that the burden of disease from mental ill-health – 
particularly the disability – was significant, complex and so required a more strategic 
public health approach than had occurred in the past.  
The extent of mental ‘dis-ease’ and its misunderstanding by both community and 
health service staff requires that we highlight mental health in its own right, and not 
just as a chronic disease co-morbidity. Of particular concern are the younger age 
groups who are physically healthy but mentally ‘disabled’ because, according to the 
2002 World Health Report: 
…the world is living dangerously – either because it has little choices, 
which is often the case among the poor, or because it is making the 
wrong choices in terms of its consumptions and its activities (WHO 
2002b:10). 
 
Mental ill-health, as one of the leading causes of non-fatal burden of disease and injury 
in Australia in 2003, accounted for 13% of the disease burden, 2% of years of life lost 
due to premature mortality, and 22% of years of ‘healthy’ life lost due to poor health or 
disability (these last two estimates being provisional at the time of writing; AIHW 
2006b: 97).  While it is estimated that one in five Australian adults will experience a 
mental disease at some time in their life, and a similar number of Australian children 
and adolescents are affected by mental health problems, the prevalence appears to 
decrease with age, with the highest prevalence in the 18 to 24 year olds (27%), 
reflecting higher rates of substance ‘misuse’ in this age group. Survey prevalence 
estimates of mental ‘dis-ease’ may be less reliable than for other conditions, often 
being based on self-diagnosis rather than diagnosis by a health professional.  However, 
the increasing levels of psychological distress, the severe impact of psychiatric 
disability on core living activities, the common comorbidity associated with mental 
illness and other more physical illnesses, and the mortality associated with mental or 
behavioural disorders, are reasons for mental health being a National Health Priority 
Area (AIHW 2006b: 97-104). 
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 4.9  TWO OTHER AREAS OF IMPORTANCE TO REMOTER 
LOCATIONS 
4.9.1   Dental services 
Dental caries is an infectious communicable disease that results in irreversible loss of 
tooth minerals and eventually, if unchecked, the loss of teeth.  The availability of 
fluoride, whether through community water fluoridation, the use of fluoride 
toothpaste or applied as a dental sealant, has played a significant role in reducing the 
prevalence of it during the past few decades.  While dental caries is largely 
preventable, it remains the most common chronic disease of children in Australia and 
comparable countries and many older adults have untreated dental caries (Spencer 
2004; AIHW 2006b: 35-36; CDC 2005c).  At the population level, both dental caries 
and periodontal diseases are two of the five most prevalent health conditions in 
Australia and both are preventable (AHMAC 2001). 
Oral health is an important component of general health and quality of life with poor 
oral health, manifest as dental caries and gingivitis, impacting on a person's ability to 
eat, speak or socialise (see Spencer 2004: 19) as well as imposing a financial burden 
as treatment is often costly.  The pain associated with both acute and chronic dental 
caries can be considerable, infection can become systemic, and there is a growing 
literature on potential links between poor oral health and a range of chronic diseases, 
such as diabetes, osteoporosis, rheumatoid arthritis and cardiovascular disease. As 
Spencer emphasises, whilst there may be debate among researchers on the evidence 
of association between poor dental hygiene and some of these, there is a danger that 
their debate will miss the obvious. “Oral and systemic disease are inter-related. 
While that inter-relatedness may have an aetiological association between them, it 
may also be an expression of their association with other risk factors” (2004: 47). 
Spencer’s 2004 report Narrowing the inequality gap in oral health and dental care in 
Australia, highlights the worsening dental care for those who are disadvantaged 
(both economically and geographically) and ‘reminds’ policy-makers that oral health 
is not only a public health challenge, but a social justice issue.  What is required he 
states, is a mixture of population level prevention and promotion activities that 
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 “invest in future oral health” as well as practice treatment services that seek to 
“minimise life impacts of oral disease” (p. 57) 
 
4.9.2   A sustainable workforce 
One of the factors that impact on PHC sustainability in any setting is an 
appropriately skilled and sufficient workforce. In November 2005 the NSW Minister 
for Health identified health workforce problems as one of the biggest challenges 
currently facing the health system (NSW Health 2005d). As an example, aged care 
facilities already face recruitment and retention challenges and have a current 
workforce that is predominantly female and ageing. As this cohort continues to age 
the gap between workforce supply and demand caused by the needs of a burgeoning 
aged population is projected to increase (Aged Care Workforce Committee 2005). 
There may be fewer aged care facilities in remoter locations but the same trend exists 
for other health care facilities; a predominantly female and ageing nursing 
population, and smaller communities losing their ‘attraction’ as long-term 
employment options.  General Practices in smaller communities are finding it harder 
to survive, but a contributor to the problem is the ‘dying community’:  “it’s very 
challenging for rural communities when they lose their GP, but it’s also very 
challenging for the GP to remain in a rural community that’s losing it’s school, that’s 
lost its accountant and its bank and all of the infrastructures that allow it to function”  
(Gregory et al 2006: 657). It’s not only the GPs who find it challenging. 
The shortage of health professionals and their poor distribution means that there is a 
need to look at new models of care, incentives and role expansion. An interesting 
strategy is the NSW Premier Department Remote Area Attraction and Retention Pilot 
(for three years), whereby a $5,000 retention payment for each completed 12 months 
at designated locations would be paid (and there are other benefits as well). There are 
real issues of recruitment and retention, but such a strategy by a government 
emphasising equity and social justice, sends a message to those staff already living 
and working in these more challenging environments, that they are less worthy than 
their colleagues from ‘away’: at least that is how they perceive it (personal 
communication).  
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 4.10  A SUMMARY OF RECURRING THEMES OF IMPORTANCE TO 
ALL PHC PROGRAMS 
Chapters two to four addressed aspects of health that will play a role in answering the 
first two questions of the study: about whether a PHC approach is relevant to a small 
remote Australian community and the extent to which the approach is being applied. 
To that end each chapter has focused on one of the three main areas.  
The first focus is to suggest the benefits that may come from using different ways of  
‘thinking and seeing’ for complex systems such as PHC and for the organisations 
involved who need to manage change more effectively. The lens chosen in this 
instance is complex adaptive systems. 
The second focus is the philosophy, principles and elements of PHC and how they 
developed to address growing inequity in the world as well as aspects of quality of 
health care relevant to the delivery of PHC services. 
The third focus also includes inequity by highlighting social determinants and the life 
course and how the effects of inequity are widespread and long-term, before 
considering particular issues of the young and the old, the effects of the obesity and 
diabetes epidemics, chronic and complex care issues, mental health, dental health 
and workforce issues  
There are recurrent themes across these three areas that are important for Menindee’s 
PHC endeavours specifically, for PHC in remote settings in general, and for PHC 
more broadly – in any setting. These include: issues of complexity in general, the 
interconnectedness and interdependence of the various subunits, the relationships 
between these and the capacity to positively respond to changes; the impact of 
inequity and the need for real political will if inequity issues are to be addressed; the 
importance of prevention, for it to be done well and in a variety of ways; the 
importance of good chronic disease programs with elements encompassing 
prevention, early detection and good management; the need to encourage more 
personal responsibility for health but that this be balanced by a social responsibility 
to assist those less able to help themselves; the fact that the needs of vulnerable 
groups are often underestimated, with those with mental health problems and poor 
literacy particular examples; and that in spite of  years of stressing the importance of 
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 delivering safe and effective health care and engaging the community in 
‘participation’ there is still difficulty in fulfilling these imperatives well.  
Table 4.5 provides a summary of these recurrent themes. PHC is involved in all of 
these areas, not just as the ‘first point of contact with the health system’ but as an 
integrated system of health care that sits within the broader community  (local to 
national).  
These are areas that are explored further in Chapter 8, in the context of results from the 
quantitative and qualitative studies (Chapters 6 and 7) for they are themes that 
provided some guidance to the various components of the two major studies. The next 
chapter (Chapter 5) introduces the research questions and the theoretical framework for 
this case study. 
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 Table 4.5     Recurring themes from complexity, PHC and social inequity literature                          
Complex systems are more than the sum of their component parts, which are interconnected 
and interdependent: for health systems the players are the community, the service providers 
and their respective organisations. Real communication is key 
Complex systems need to be responsive and adaptable to changing circumstances so require 
feedback loops; for health systems this means good monitoring, surveillance and evaluation 
components as well as effective communication 
The effects of inequity are pervasive. The social and health determinants are complex; their 
effects begin early, and can be cumulative 
Political will and whole of government approaches are required to address major social and 
health issues 
The socially disadvantaged face challenges every day, and remoter communities and 
Indigenous populations are two particularly disadvantaged groups 
If there is to be any real change in population health status more emphasis needs to be given to 
real prevention - but it must be done well and there must be multiple strategies for ‘one size 
does not fit all’ 
Changing population demographics, and an ageing society, will impact on communities and 
health systems 
Prevention, early detection and good management impacts on and across chronic diseases and 
their risk factors and ultimately on healthy ageing 
Health systems and society more broadly need to balance the paradox of individual 
responsibility and social responsibility for health 
The mental health needs of communities are frequently underestimated 
Education makes a difference at the level of the social determinants and individually, but 
health literacy is an issue for many and health professionals need to ensure their messages are 
being received 
Safe and quality health care is fundamental to patient’s rights in most health systems, yet in 
spite of decades of emphasis on quality health care services there are difficulties delivering 
them 
Participation is a fundamental principle of engaging with community but those that do so need to 
ask if all the voices are being heard – the community, the users and non-users of a service and all 
those who provide services 
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  Chapter 5 
RESEARCH DESIGN AND METHODS 
  
 
5.1 INTRODUCTION 
The increasing complexity of health and health care requires increasingly complex 
research methods, including transdisciplinary research, which involves either input 
from a variety of disciplines or the combined methodologies of different disciplines. 
A case study of Menindee, with a single researcher using multiple methods, reflects 
the spirit of transdisciplinary research.  The chapter begins with a description of the 
study aim and its four questions and a brief outline of the study design.  The 
theoretical framework  explores complexity, transdisciplinarity, the case study and 
mixed methods and is followed by discussions of what changed over the course of 
the study and identification of those areas that are outside the scope of the study.  As 
there are two different methodologies used, the chapter concludes by noting these 
will be detailed in the relevant chapters that follow. 
5.2 STUDY QUESTIONS 
The overall aims of this thesis are to explore and determine the crucial factors for 
developing successful PHC programs in isolated and remote Australian communities 
and that have relevance to PHC programs more generally. Four questions are 
addressed in the study: 
1.  Is a PHC approach appropriate to the study community? 
2.  To what extent was a PHC approach applied in the chosen community during 
the time period of the study? 
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 3.  What are the barriers and enablers to developing a Best Practice PHC approach 
in such a community? 
4.  What are the crucial factors for developing successful PHC programs in similar 
communities?  
 
5.3 STUDY DESIGN OVERVIEW 
 
To answer these four questions I use a mixed methods case study approach, with two 
phases, each relatively independent (see page 131), although some issues identified in 
the first (quantitative) study are explored in the second (qualitative) study. Ethics 
approval was granted by the Human Research Ethics Committees (HREC) of the 
University of Sydney (Reference number: 05-2005/8194) and the Macquarie and Far 
West Area Health Service (Reference number: 05/259), for the periods 2005/06 and 
2006/07, which covered the period of access to the quantitative data and its analysis 
and the interviews. HREC letters of permission are provided in Appendix 5.1. 
For Study 1 (Chapter 6) I consider five areas of importance to PHC practice, including 
community demographics, the beginning and the end of the life course (births and 
deaths), a summary of child and adult health, and the use of local health services. Data 
sources include the 2001 Census, NSW Health datasets of births and deaths, 
community wellness checks information, and a range of local health service utilisation 
records. From the latter, I used the register of daily attendance to identify individuals 
who were asked to participate in Study 2. This first phase was undertaken from June 
2005 to February 2007 (for some of the later RFDS data), although the majority was 
completed by July 2006.  
 
In Study 2 (Chapter 7) I interview health providers and community members, asking a 
range of questions related to issues identified in Chapter 1 and raised in the literature of 
primary health care, complexity and the life course and social determinants, as well as 
issues identified in Study 1; both providing evidence for answering the four study 
questions. I delayed this phase of the study until the health service had moved into a 
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 new purpose-built facility and staff and community members were comfortable with it: 
interviews were undertaken from October to December 2006. 
 
Themes from these two studies are brought together in Chapter 8, and while these 
serve to answer the thesis questions, they illustrates some of the purposes and potential 
outcomes of a mixed-methods approach, namely those of providing a more 
comprehensive account of an area of inquiry, “putting meat on the bones” of  “dry” 
quantitative findings and providing a more useful account for practitioners (see 
Bryman 2006, summarised in Table 5.2). 
 
I provide details of the methodology for each study in the relevant chapter and the 
following section provides an explanation for why this approach was chosen.   
 
5.4  THEORETICAL FRAMEWORK  
  
5.4.1  Exploring complexity; transdisciplinarity, case study and mixed-methods 
This research methodology combines both quantitative and qualitative methods to 
tell a story of PHC in a small and remote community, at the same time answering the 
thesis questions. The following provides a discussion of why a case study using 
mixed methods was chosen. 
5.4.2  Why transdisciplinarity? 
Perhaps one of the most exciting, though challenging and frustrating, trends of health 
research at the beginning of the 21st century is the great scope of meaningful enquiry 
not only available, but actively encouraged – at least in some areas.  This was not 
always so. 
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 Quantitative methods have their roots in empiricism and positivism, and date back to 
the seventeenth-century philosopher Descartes and what came to be called ‘Cartesian 
duality’, which separated the mind and the body (see Ray 2002: 164; Robinson 
2008). The reality of the physical world could be reduced, controlled and measured 
with reason and logic. Subjective areas, like thoughts and emotions, were linked to 
but separate from a measurable ‘truth’.  Measuring and quantifying distinct and 
analytically separate phenomena and making inferences about the whole from the 
sum of its parts, with cause-and-effect relationships established, has been at the heart 
of scientific research since then (Gauch 2003). The researcher is expected to be 
scientifically objective and at a distance from what is studied, and there is a single 
objective reality. 
Qualitative methods, in contrast, developed in an attempt to understand the social 
world from the viewpoint of the respondents.  In response to ‘Cartesian duality’ 
philosophers argued that the mind and the body were not separate so that any 
measure of ‘reality’ must consider actions, beliefs and values from the participant’s 
frame of reference (James 1890; Vidich and Lyman 1994).  There has been debate 
within the social sciences as to how best find ‘truth’ or how to explain observed 
phenomena, with a range of contrasting social theories developed that influence ways 
of ‘seeing’ the social world and informing how research questions are asked (Vidich 
and Lyman 1994). However, there is general agreement that it is important to be able 
to describe the actions of respondents from their social and historical contexts.  
Distance between the researcher and the respondent is diminished and there can be 
multiple realities (Grbich 1999: 15-16).   
A more detailed review is outside the scope of this thesis (see Morgan et al 2002) but 
the point in describing these two historically different views on research approaches 
is because of the trend across scientific disciplines to build bridges between the 
disciplines, to ‘combine’ what was discipline-specific research in different ways, 
with researchers providing a range of views for the need for such an approach.  
One view is summarised by René Dubos in his 1962 writings on differentiating 
“living matter and the human animal”.  He argued for both orthodox scientific facts 
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 (the measurable) and another realm just as real and objective but less well defined, 
without which he warned: 
…scientists will discover more and more of the physiochemical laws 
that govern the mechanical operations of living things, but they will 
leave out of consideration the creativeness of life and the values of 
man  (Dubos 1962: 21). 
Baum’s view in the early 1990s situated the debate in the context of public health, 
which she saw as being less concerned with basic theoretical issues and more 
concerned with how the complexities of health – the complex social, economic, 
political, environmental and biological roots – were played out in dynamic 
communities. Her argument was for “eclectic methodologies” that “negotiate the 
chaotic environments that are often the stage of public health action” and give a more 
powerful voice to the community. She is clear that “neither methodology can stand 
alone” (Baum 1995: 466-7).  Sale et al (2002) provide a different emphasis. They 
argue for researchers to recognise the methodological and epistemological 
differences in the two paradigms but that this doesn’t detract from the 
complementarity of the methods, given that each studies phenomenon differently: we 
need both the “measure” and the “lived experience” to understand our increasingly 
complex world (reiterating Dubos’ views of four decades earlier).  
In 1994 Gibbons et al introduced the idea of Mode 1 and Mode 2 knowledge 
production.  In Mode 1 problems are set and solved in a context governed largely by 
the interests of specific academic disciplines and communities.  In Mode 2, 
knowledge is developed in the context of its application, and is what he later called 
context-specific science (Gibbons 2000).  At its heart is the need for transdisciplinary 
research, drawing not only on a number of disciplinary contributions, but the ability 
to set up new frameworks beyond them.  An important argument for this type of 
research was the emergence of a more open type of society (which he calls Mode 2 
society) characterised by: 
an overall increase in complexity which embraces a pervasive 
uncertainty in social relations, greater institutional permeability, the 
emergence of new forms of economic rationality, the emergence of a 
greater degree of self-organisation amongst social actors, and a 
profound shift in our perceptions of time and place  (Gibbons 2000: 
160.) 
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  A few years earlier Stokes (1997) argued for the importance of embedded research 
(p. 19), strategic “use-inspired basic research”, and research that fused the goals of 
understanding (the traditional basic sciences) and use (applied science). 
With the call to ‘combine’ disciplinary research has come some confusion with the 
terms used, namely interdisciplinary, multidisciplinary and transdisciplinary. These 
terms are increasingly used in the literature, and whilst often clearly defined for 
clinical settings (see Young 1997; Dyer 2003; Crawford and Price 2003), are also 
ambiguously defined and interchangeably used in health research, education and 
policy areas (Choi and Pak 2006). 
Rosenfield (1992), in her argument for the potential of transdisciplinary research, 
describes these different styles of collaborative research with their strengths and 
limitations. For her, limitations are related more to processes that have the potential 
to limit the impact of the whole. The following describes the broad intent of each of 
these collaborative approaches, as well as Rosenfield’s experience and concerns with 
it.  
Interdisciplinarity describes a specific and more or less integrative interrelation 
between two disciplines, as ‘equal partners’, perhaps because one partner needs the 
other, or brings new insights to the other. In research terms, there is a transfer of 
methods from one discipline to another, and in outcome terms there is often the 
creation of a new discipline (for example transferring methods from particle physics 
to astrophysics produced quantum cosmology).  Rosenfield’s experience was that 
new insights result from the research but – particularly with larger teams – results 
were reported in partial discipline-by-discipline sequence, one outcome being that 
knowledge was partitioned from other relevant elements.  
Multidisciplinarity (or pluridisciplinarity) reflects the growing strategic push for 
collaboration among many single discipline specialists so as to understand complex 
situations, wherein different, and sometimes contrary or incompatible, aspects must 
be considered. It is concerned with studying a topic using several disciplines at the 
same time, with a view to enriching the perspectives of each discipline. Rosenfield’s 
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 experience of this, the most common approach to collaborative research, was that 
each discipline worked independently with the results only brought together at the 
end. The results have shed light on different aspects of a particular problem, leading 
to immediate, but possibly short-term solutions.  Van Kerkhoff (2005) describes 
some of the practical difficulties researchers in integrated research centres and 
projects faced. In one “the application value of the research and its scientific value 
were less than obvious, and not as complementary” and in others there was conflict 
between the science and political agendas (pp. 16-18).  
Transdisciplinarity, however, encourages disciplines to “transcend their separate 
conceptual, theoretical, and methodological orientations in order to develop a shared 
approach to the research, building on a common conceptual framework” (Rosenfield: 
1351).  In her example of a malaria project in Brazil (then in its eighth year), 
Rosenfield describes how the malariologists, sociologists, epidemiologists, 
economists, anthropologists, regional planners, vector biologists, demographers, and 
immunologists worked to define the problem, the concepts and the results which 
were all about migrants coping with a new disease; and the team members were 
analysing the problem from all systems levels at the same time.  Such research is 
complex and resource intensive. 
The call for transdisciplinary research is increasing as the complexities of the 
problems facing the world are recognised. To understand the essence of epidemics 
and be able to intervene successfully, the WHO argues for the need for more of, and 
more effective, transdisciplinary or biosocial research, that seeks to define the 
dynamics of disease persistence, emergence and re-emergence, and that looks to 
identify reasons for differences in outcome gaps within broader social contexts 
(Farmer and Becerra 2001).  Sussman et al (2004) express “their excitement” at the 
potential for finding solutions in a difficult area, drug misuse and abuse, by the 
transdisciplinary approach that considers different levels - the individual, the local 
social and physical environment, and the larger social forces - using a range of 
disciplines and their methodologies. Other sciences also recognise not only the 
strength of this approach, but also the imperative for it. In the ecological and 
environmental sciences, the very sustainability of many environments requires urgent 
transdisciplinary attention (Naveh 2005).   
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 Writing in 2003 Stokols et al (in Fuqua et al 2004:1468) suggest transdisciplinary 
research can be narrower or broader in scope, with the narrower focus occurring with 
closely aligned disciplines who use similar methodologies, and where scientific 
outcomes occur faster, and the broader scope, characterised by a broad range of 
disciplines with widely different levels of analysis, which may slow the research 
process but have greater impact. For Stokols et al, also focused on substance use and 
‘abuse’, both types contribute to identifying and solving problems.  
It is because health problems are embedded in complex, multi-level and dynamic 
systems that Albrecht et al (1998) argue for the importance of the transdisciplinary 
approach and the development of a common conceptual framework with a unifying 
theory – complexity theory (see also Higginbotham et al 2001). However, Auyang 
(1999) reminds us that “ a striking feature of the sciences of complexity is the 
diversity of theoretical perspectives, models, and levels of description” so caution is 
required. 
Whether complexity theory is a unifying theory, given it is recognised as being more 
than one theory, and that it is still developing, the important point is its emphasis on 
transdisciplinarity. Bennet and Bennet (2004) illustrate the rising complexity of 
knowledge required to understand systems of increasing complexity (from the simple 
to the chaotic- see Figure 5.1) and note that we may never fully understand highly 
complex systems as we continue to “hunt for theories, laws and underlying principles 
that would help explain their behavior” (p. 295).  Implicit in this is the need for a 
range of views and approaches to assist understanding.  
True transdisciplinary research then, involves many disciplines, which implies many 
collaborators or researchers. But the intent of transdisciplinarity is to recognise 
complexity and interconnectedness and develop new insights because problems are 
addressed holistically. 
In complex systems there is a real danger in focusing on the smaller units of a 
system, for the descriptions are likely to be irrelevant for the large-scale features, 
quaintly stated by two authors as “ don’t model bulldozers with quarks”  (Goldenfeld 
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 and Kadanoff 1999:88).  Yet they also state that such a narrow focus “may yield a 
successful description of the small-scale structure”, which should be of interest to 
those concerned with that small-scale structure and to ones similar to it.   It can be 
argued that a case study, particularly one that uses mixed methods, is in the spirit of 
transdisciplinarity. 
 
Figure 5.1 Increasing knowledge is required to understand systems of increasing 
complexity 
 
Source: Bennet and Bennet 2004: 295 
 
 
5.4.3  Why a case study? 
For Anderson et al (2005) the failure of health care systems to improve quality can 
be better understood with a case study approach focusing on the key characteristics 
of complex adaptive systems (agents, interconnections, self-organisation, emergence 
and coevolution).  
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 In qualitative research a case is generally a bounded unit with some established 
identity, which stands as a potentially generalisable representative of certain features 
of the social world (Grbich 1999:188).  Case methodology has had a mixed history 
(Hamel et al 1993) and, as with all methods, has both advantages and disadvantages.  
Case studies can be exploratory, explanatory or descriptive, and each can be either 
single or multiple, where multiple-case studies are replicatory, not sample cases.   
Case studies have been widely used within the discipline of education research and 
their processes closely aligns with Kolb’s experiential learning cycle of a concrete 
experience, observation and reflection, the formation of abstract concepts and testing 
these in new situations (Figure 5.2). Two aspects of this cycle were particularly 
noteworthy: the use of concrete ‘here-and-now’ to test ideas and the use of feedback 
to change practices and theories (Kolb 1984:21-22). 
Case study research in health settings can provide a similar paradigm: undertaking a 
case study, reflecting on experiences and results, considering some generalisations that 
can range from illustrating a particular context, documenting continuity and change to 
generation of theoretical propositions that may be generalisable to others, and then 
testing them in new situations (Figure 5.3). 
Figure 5.2 The experiential learning cycle  
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 Figure 5.3 A case study research cycle 
 
- illustrating particular social contexts and themes 
- the grounding of a particular phenomenon 
- documentation of continuity and change 
- generation of theoretical propositions that may be 
generalisable to other groups 
(From advantages argued for a case study approach in Grbich 
1999:190.) 
 
This is similar to Grounded Theory (Glaser and Strauss 1967) which, in essence, is 
theory developed inductively from a body of data (Figure 5.4). 
Figure 5.4 The cycle of grounded theory 
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 Stake’s classification of case study types (1995) included the intrinsic, the 
instrumental and the collective, with a collective case study involving multiple cases 
and comparison and contrasts of different locations; the instrumental case study 
aiming to provide greater understanding of an issue or theory by moving beyond 
individual cases and exploring more clearly the social context of the actors; and the 
intrinsic case study which often focused on a single case or individual to provide a 
better understanding of a particular case or issue (in Grbish 1999: 188).  In all case 
studies the methodology provides us with the voice of the “actors” - those 
interviewed, the authors of documents etc, which is the richness the methodology. 
The extended case methodology, which has an explicit multilevel focus, was 
developed in social anthropology in the 1960’s (Van Velsen 1967) and encouraged 
more recently in sociology (Burawoy 1991; 1998).  The aim of the extended case 
study is not to abstract the minimum number of essential features of one case that can 
be generalized to other cases but, rather,  
to situate the individual case in as much richness of detail as possible 
with the wider fields that structure the processes unfolding within that 
case  (Sullivan 2002: 265). 
The practice of PHC, locally, brings together different contexts – the individual who 
visits the health service, as either a client, accompanying family member/carer or 
staff member; the community in which the service is being delivered, and so involves 
both the service itself and the community; and an external context encompassing 
regional, state, national and even international influences. 
Case studies by their very nature are not totally replicable but they should be 
transparent. Characteristics of the interviewer and the interviewee are played out in 
the interview process; different interviewers using the same instrument with a single 
individual would get different responses, perhaps small but still real. Similarly, 
asking the same questions at a later time will elicit different responses if any of the 
contexts of the individual’s life have changed. Within the intent of the case study 
methodology this is not a problem.  What is important is that the research protocol is 
rigorous and described with the detail that allows the study to be repeatable, with the 
findings being an extension of the previous study (Burawoy 1998:11). 
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 A major disadvantage of case studies is not the methodology itself, but rather the 
researcher’s failures – a failure to define ‘the case’ clearly and a failure to clarify the 
researcher’s own interests and biases (Grbich 1999:189).  Burawoy illustrates how 
his previous knowledge and experience with a particular Zambian context allowed a 
richer analysis of that Zambian context some years later; what was important was 
being transparent about the previous experience and disclosing any interests 
(Burawoy 1998).                                                                                                                                         
The case study then, is an appropriate research strategy for understanding 
interrelationships of complex, dynamic personal and social factors within their social 
context (Davis 1998: 497). Its virtue is that the collection and analysis of extensive, 
rich data results in a high degree of faithfulness to real-life processes. 
5.4.4 Why mixed methods? 
This research is also a mixed methods research (sometimes referred to as 
multimethods research) in that it integrates quantitative and qualitative data 
collection and analysis in a single study or program of inquiry (Creswell et al 2003).  
The emphasis of mixed methods is not that both qualitative and quantitative data are 
collected, but that they are “interpreted, related, or mixed at some stage in the 
research process” (Creswell et al 2004:10).  But why mix methods? 
The term ‘triangulation” (or corroboration) was used early in the social sciences, 
when looking at a social phenomenon from different vantage points and seeing if the 
different methods checked, validated or corroborated one another (Denzin 1978).  
Since then researchers have pointed out that the rationale for, and the outcomes from 
analysis of the quantitative and qualitative data of mixed methods can include more 
than corroboration: elaboration, expansion, development, complementarity of 
understanding as well as being able to explore paradoxes identified by using different 
methods are also important (Greene et al 1989:259; Johnson and Onwuegbuzie 
2004:22; Brannen 2005:12-13).  Whilst agreeing on these purposes and outcomes of 
mixed methods the authors define these purposes in slightly different ways (see 
Table 5.1).   
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 Table 5.1  Purposes of, and outcomes from mixed-method research 
As defined by Greene et al As defined by Brannen 
TRIANGULATION:  Seeks convergence 
and corroboration of results from different 
methods studying the same phenomenon. 
TRIANGULATION:  Seeks corroboration. 
COMPLEMENTARITY:  Seeks elaboration, 
enhancement, illustration, and clarification 
of results from one method with results from 
the other method. 
COMPLEMENTARITY:  Together the 
findings of the two methods are juxtaposed 
and generate complementary insights that 
create a bigger picture. 
DEVELOPMENT: Uses results from one 
method to inform the other method. 
INITIATION:  The use of the first method 
sparks a new hypothesis or research question 
that is pursued using a different method. 
INITIATION: Seeks the resolution of 
paradoxes and contradictions in one method 
in the second method. 
CONTRADICTION: the findings conflict 
and the researcher can either explore these 
contradictions or challenge other researchers 
to do so.  
EXPANSION: Extends the breadth and 
range of inquiry by using different methods 
for different inquiry components. 
EXPANSION or ELABORATION:  The use 
of one type of data analysis adds to the 
understanding being gained by another. 
Source:  Greene, Caracelli and Graham, 1989: 259. 
Table 1; Johnson and Onwuegbuzie 2004:22. 
Source: Brannen 2005: 12-13. 
 
These five reasons for conducting multimethods research, whilst useful because of 
their ‘parsimoniousness’, do not reflect the richness of mixed-methods in the 
literature, according to Bryman (2006), who reviewed 232 social science papers and 
identified some 16 categories of purposes and outcomes of research (Table 5.2).   
Whilst it could be argued that these are perhaps expansions of Greene et al’s and 
Brannen’s reasons, two important points emerge from Bryman’s study.   The first is 
that as a mixed methods approach is complex the researcher needs to be clear about 
the reasons for their methodology (in his paper 30% of the studies examined did not 
state or did not clearly state their rationale for their mixed methods approach) and the 
second is to be prepared for serendipity, or:  
…be explicit about the grounds on which multi-strategy research is 
conducted but to recognise that, at the same time, the outcomes may 
not be predictable  (Bryman 2006: 111). 
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 Table  5.2  Purposes of, and outcomes from mixed-method research – an alternate 
scheme 
As defined by Bryman 
TRIANGULATION:  traditional view of combining methodologies for corroboration 
OFFSET:  Combining methodologies offsets the weaknesses and draws on the 
strengths of both 
COMPLETENESS: A more comprehensive account of the area of inquiry results 
from combining methodologies 
PROCESS: One provides an account of structures in social life and the other provides 
sense of the process 
DIFFERENT RESEARCH QUESTIONS: Each methodology answers a different 
question 
EXPLANATION: One helps to explain questions generated by the other  
UNEXPECTED RESULTS: Surprising results in one can be understood using the 
other methodology 
INSTRUMENT DEVELOPMENT: Qualitative research used to develop 
questionnaires and time-scales, resulting in better questionnaires 
SAMPLING: One approach used to facilitate the sampling of respondents or cases 
CREDIBILITY:  Both approaches enhance the integrity of the findings 
CONTEXT: The qualitative research provides contextual understanding; 
generalisability, external validity and broad relationships can be uncovered 
ILLUSTRATION: putting the ‘meat on the bones’ of ‘dry’ quantitative findings 
UTILITY: Particularly in research with an applied focus, combining the two 
approaches likely to be more useful to practitioners 
CONFIRM AND DISCOVER: Qualitative research generated the hypothesis and 
quantitative research tests them – within a single project 
DIVERSITY OF VIEWS: more the transdisciplinary approach of combining research 
methodologies and researcher perspectives so as to uncover relationships and 
meanings to the different participants 
ENHANCEMENT: making more of or enhancing either finding by gathering further 
data by either method 
Source:  Bryman 2006:105-108. 
 
Mixed methods research is both a research strategy and a type of research design; the 
mixed method strategy may constitute a strategy in its own right or it may be 
subsumed within another research strategy as in a case study design in which a 
number of different methods are embedded (Brannen 2005:4). 
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 Those arguing for the value of mixed methods research are re-iterating the arguments 
of those wanting to ‘bridge the gap’ of quantitative and qualitative research.  Johnson 
and Onwuegbuzie (2004) see mixed methods research as “a research paradigm 
whose time has come”, that is, it is pragmatic research (p.16) reflecting what 
practical researchers have in fact been doing for many years (p.22).  But more than 
this, the method is inclusive, pluralistic and complementary, with an eclectic 
approach to method selection that follows the research question. (p.17).   
What is stressed in the growing literature on mixed methods (Tashakkori and Teddlie 
2003; Creswell, 2003; Johnson and Onwuegbuzie 2004; Brannen 2005) is the 
ordering and dominance of the methods, which arises from the research question. 
This is often presented as a matrix, with dominance being represented by capital 
letters, as in Table 5.3.  
 
 Table 5.3  Mixed method design matrix with mixed-method research designs 
shown in the four cells 
Time Order Decision Paradigm 
Emphasis 
Decision Concurrent Sequential 
Equal 
Status 
QUAL + QUAN QUAL → QUAN 
QUAN → QUAL 
 
 
Dominant 
Status 
QUAL + quan 
 
QUAN + qual 
QUAL → quan 
qual → QUAN 
 
QUAN → qual 
quan → QUAL 
Note.  “qual” stands for qualitative, “quan” stands for quantitative, “+” stands for 
concurrent. “→” stands for sequential, capital letters denote high priority or weight, and 
lower case letters denote lower priority or weight 
Source: Johnson and Onwuegbuzie (2004:22) adapted from Morse 1991. 
This ordering and dominance of the methods in this design matrix has resulted in 
almost 40 types of mixed-method designs or typologies having been identified 
(Tashakkori and Teddlie 2003: chapter 26), encompassing concurrent, sequential and 
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 nested studies, whether one paradigm is dominant, and whether it is ‘mixed-model’ 
(mixing qualitative and quantitative approaches within or across the stages of the 
research process) or ‘mixed-method’ (which includes a quantitative phase and a 
qualitative phase in the overall research study).   
This Menindee case study uses a methodology that can be described as a concurrent 
mixed model design (Onwuegbuzie and Teddlie 2003), in which there are two 
relatively independent phases, where both quantitative and qualitative aspects (types 
of data, data collection and analysis techniques) are dominant and are collected and 
analysed independently (and this can occur at the same time or with a time lag). The 
final inferences are based on the results of each strand, which are pulled together to 
form meta-inferences at the end of the study, in this instance Chapter 8.  
5.5  WHAT CHANGED OVER THE COURSE OF THE STUDY 
The most significant change over the course of the study was the move into a new 
purpose-built health facility and the subsequent rollout of chronic disease and early 
childhood strategies, along with the process of beginning to audit records as aspects 
of these programs were implemented. This history and the stories of its successes and 
challenges are Maari Ma Health Aboriginal Corporation’s stories. These programs, 
very much aimed at enhancing PHC programs have obviously changed the PHC 
landscape in Menindee and so have affected the responses to questions about service 
provision, mostly in a positive way. These aspects are addressed in Chapter 7. 
5.6 WHAT THE CASE STUDY DOES NOT ADDRESS 
In a preliminary interview, a key informant for the health service stated that one of 
the main challenges for health service staff was evaluation, and that this was not 
done well. 
If evaluation is a process that attempts to determine as systematically and objectively 
as possible the relevance, effectiveness and impact of activities against the objectives 
of a program (Last 1988: 44), then aspects of this research may appear to be an 
evaluation of health services delivered to and in a small, remote community. This is 
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 not the case. Certainly, the relevance, effectiveness and impact of activities are 
considered, but this is in the context of PHC in general and the broader view of what 
is good PHC practice, not the objectives of the health service (see Appendix 5.2 and 
5.3 for PHC evaluation models as exemplified by Watson et al (2004) for Canada 
and Sibthorpe (2004) for Australia).  
At every encounter with those being interviewed, health professionals and 
community members alike, I made it clear that this was not a service or program 
evaluation. I was interested in their views and comments; I was interested in 
suggestions they might have about their health service but I was not making 
‘judgements’.  For community members, most were passionate about their health 
service, and in the context of services disappearing from other smaller communities, 
there was an inherent sensitivity to anything that could be perceived as likely to 
affect existing services.  
Most importantly, the second area the study does not address in any way is 
economics. The principle of sustainability is central to PHC and dimensions of care 
include effectiveness and efficiency. These all have significant economic aspects and 
understanding them are important to understanding the total picture of PHC. 
Economic issues require different methodologies and, although this places a real 
limitation on the study, are outside its scope. 
5.7  METHODOLOGICAL ISSUES AND ANALYTICAL METHODS 
A methods chapter usually provides details of the study methodology and discusses 
methodological issues and analytic methods. As this case study has a quantitative 
phase with five components and a qualitative phase, and each has its own method 
and limitations, I have chosen to provide the methods details in the appropriate 
chapter. 
5.8 SUMMARY 
This chapter justifies the choice of a mixed methods case study to address the 
questions of PHC in a remote community and in so doing to determine the crucial 
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 factors for developing successful programs in such communities. There is both a 
quantitative and qualitative component and the methodological issues relevant to 
each of these are provided in the relevant chapters.  The first of these is the 
quantitative study, which follows. 
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